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PROPOSALS  TO  EXPAND  COVERAGE  OF  MENTAL 
HEALTH  UNDER  MEDICARE-MEDICAID 


FRIDAY,  AUGUST  18,  1978 

U.S.  Senate, 
Subcommittee  on  Health  of 

THE  Committee  on  Finance, 

Washington^  D.C. 
The  subcommittee  met,  pursuant  to  notice,  at  9:30  a.m.  in  room 
2221,  Dirksen  Senate  Office  Building,  Hon.  Herman  E.  Talmadge 
(chairman  of  the  subcommittee)  presiding. 

Present:  Senators  Talmadge,  Long,  ^latsunaga,  Dole,  Laxalt,  and 
Danforth. 

[The  committee  press  release  announcing  this  hearing  follows:] 

Subcommittee  on  Health  Announces  Hearings  on  Mental  Health  Services 
Under  Medicare  and  Medicaid 

The  Honorable  Herman  E.  Talmadge,  chairman  of  the  Subcommittee  on  Health 
of  the  Committee  on  Finance,  announced  today  that  the  subcommittee  will  hold 
a  hearing  on  mental  health  services  under  medicare  and  medicaid. 

Legislation  to  expand  present  coverage  of  mental  health  services  has  been 
introduced  by  Senators  Inouye  and  Matsunaga  of  Hawaii,  among  others. 

The  hearing  will  begin  at  9  :00  a.m.,  Friday,  August  18,  1978,  in  room  2221  of 
the  Dirksen  Senate  Office  Building. 

The  subcommittee  expects  to  hear  testimony  from :  Martin  Gross,  author  of 
The  Psychological  Society;  the  Administration;  the  American  Nurses  Associa- 
tion ;  the  American  Psychiatric  Association ;  the  American  Psychological  Associa- 
tion ;  the  Mental  Health  Association  ;  and  the  National  Association  of  Community 
Mental  Health  Centers. 

legislati\^  reorganization  act 

The  Legislative  Reorganization  Act  of  1946  requires  all  witnesses  appearing 
before  the  Committees  of  Congress  to  "file  in  advance  written  statements  of 
their  proposed  testimony  and  to  limit  their  oral  presentations  to  brief  summaries 
of  their  argument."  In  light  of  this  statute,  and  the  limited  time  available  for 
the  hearing,  witnesses  scheduled  to  testify  must  comply  with  the  following  rules  : 

1.  A  copy  of  the  written  statement  must  be  filed  by  noon  the  day  before 
the  witness  is  scheduled  to  testify. 

2.  All  witnesses  must  include  with  their  written  statements  a  summary 
of  the  principal  points  included  in  the  statement. 

3.  The  written  statements  must  be  typed  on  letter-size  paper  (not  legal 
size)  and  at  least  75  copies  must  be  submitted  before  the  beginning  of  the 
hearings. 

4.  Witnesses  are  not  to  read  their  written  statements  to  the  Subcommittee, 
but  are  to  confine  their  10-minute  oral  presentations  to  a  summary  of  the 
points  included  in  the  statement. 

5.  No  more  than  10  minutes  will  be  allowed  for  the  oral  summary. 
Witnesses  who  fail  to  comply  with  these  rules  will  forfeit  their  privilege  to 

testify. 
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Written  statements. — Persons  not  scheduled  to  make  an  oral  presentation  and 
others  who  wish  to  present  their  views  to  the  Subcommittee,  are  urged  to  prepare 
a  written  statement  for  submission  and  inchision  in  the  printed  record  of  the 
hearings.  These  written  statements  should  be  submitted  to  Michael  Stern,  staff 
director.  Senate  Committee  on  Finance,  room  2227,  Dirksen  Senate  OflSce  Build- 
ing, Washington,  D.C.,  not  later  than  Friday,  September  1,  1978. 

Senator  Talmadge.  This  hearing  will  be  in  order. 

This  morning,  we  will  receive  testimony  of  an  extremely  important 
aspect  of  health  care ;  namely,  the  diag-nosis  and  treatment  of  mental 
illness. 

Coverage  of  mental  care  under  the  medicare  and  medicaid  programs 
is  essentially  limited.  However,  there  are  significant  and  continuing 
pressures  for  expansion  of  that  coverage. 

In  good  part,  that  pressure  is  not  just  in  terms  of  medicare  and  medi- 
caid, but  obviously  as  a  means  of  establishing  a  precedent  for  coverage 
under  any  national  health  insurance  program  which  might  be  enacted 
in  the  future. 

There  is  no  question  but  that  Congress  is  willing  to  provide  proper 
coverage  for  necessary  mental  care. 

The  question  to  which  we  hope  to  get  some  answers  today  is — what  is 
proper  mental  care  ? 

To  what  extent  would  Congress  be  inviting  erroneous  and  costly 
new  expansion  in  areas  where,  in  large  part,  an  individual  practitioner 
can  define  an  almost  infinite  need  for  care. 

This  is  an  area  where  there  are  often  no  objective  parameters.  We 
have  limited  resources  available  for  health  care  financing.  We  need  to 
be  careful  in  how  we  allocate  those  resources. 

To  that  end,  as  part  of  Public  Law  95-210,  a  section  propounding  a 
series  of  specific  questions  to  be  answered  by  the  Department  of  HEW 
with  respect  to  mental  care  services  was  included. 

Unfortunately,  while  the  law  required  that  report  to  be  submitted 
to  the  Congress  no  later  than  June  16  of  this  year,  it  has  still  not  been 
received.  We  look  forward  to  receiving  that  report  at  some  time. 

That  information,  along  with  the  testimony  today,  should  be  help- 
ful to  the  committee  in  its  efforts  to  do  what  is  right  and  to  avoid 
what  is  wrong. 

The  testimony  and  report  should  help  us  to  encourage  and  support 
demonstrated  and  proven  practices  in  mental  care. 

It  should  help  us  avoid  encouraging  and  nuturing  fads,  as  well  as 
questionable  and  marginal  methods  of  diagnosis  and  treatment. 

We  look  forward  to  hearing  from  our  witnesses  this  morning.  We 
will  also  be  privileged  to  have  Senator  Inouye  of  Hawaii  join  us. 

Senator  Inouye  has  had  lono:standing  interest  in  the  betterment  and 
care  of  the  mentally  ill.  It  will  be  a  pleasure  to  have  him  with  us. 

The  first  witness  this  morning  will  be  Martha  Mitchell  of  the  Ameri- 
can Curses'  Association. 

We  are  delighted  to  have  you,  and  you  may  proceed,  and  unfortu- 
nately, we  must  impose  a  time  limitation  of  10  minutes. 
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STATEMENT  OF  MARTHA  MITCHELL,  CHAIEPERSON,  DIVISION  ON 
PSYCHIATRIC  AND  MENTAL  HEALTH  NURSING,  AND  ASSISTANT 
PROFESSOR  OF  PSYCHIATRIC  NURSING,  YALE  UNIVERSITY 
SCHOOL  OF  NURSING;  ACCOMPANIED  BY  PAT  BURRELL,  ON  BE- 
HALF  OF  AMERICAN  NURSES  ASSOCIATION,  INC. 

Ms.  Mitchell.  I  am  Martha  ^Mitchell,  chairperson  of  the  division  on 
psychiatric  and  mental  health  and  nursing  practices  of  the  American 
Nursing  Association,  and  in  the  past  year  was  a  member  of  the  Presi- 
dent's Commission  on  Mental  Plealth.  With  me  is  Patricia  Burrell, 
from  Honolulu,  Hawaii,  a  psychiatric  mental  health  nurse,  certified 
by  the  American  Nurses  Association,  and  also  Constance  HoUeran  of 
the  ANA's  Washington  office. 

In  line  with  the  time  pressures  of  the  committee,  I  will  highlight 
our  statement  and  ask  that  the  full  statement  appear  in  the  record. 

We  appreciate  this  opportunity  to  appear  before  you  today  to  speak 
in  favor  of  full  reimbursement  for  mental  health  services  provided 
to  those  persons  covered  by  medicare  and  medicaid.  Such  reimburse- 
ment should  be  available  regardless  of  the  setting  in  which  that  care 
is  provided,  or  the  discipline  of  the  mental  health  practitioner  provid- 
ing that  service. 

Current  law  severely  restricts  not  only  the  types  of  professionals 
providing  psychiatric  care,  but  also  the  settings  in  which  such  care  is 
delivered.  Direct  reimbursement  for  psychiatric  services  under  medi- 
care and  medicaid  is  available  only  to  physicians  and  to  institutions 
providing  such  care. 

Generally,  other  mental  health  professionals  are  not  directly  re- 
imbursed. Further,  medicare  law  specifies  a  190-day  lifetime  limit  on 
inpatient  phychiatric  hospital  services.  This  seems  like  an  arbitrary 
number. 

For  outpatient  mental  health  services,  medicare  and  medicaid  im- 
poses a  $250  annual  limit  on  reimbursement  per  patient.  This  figure  is 
unrealistically  low,  especially  when  compared  with  coverage  under 
medicare  and  medicaid  for  outpatient  care  of  somatic  illnesses. 

The  question  of  reimbursement  for  mental  health  services  was  one 
of  the  issues  considered  by  the  President's  Commission  on  Mental 
Health.  Its  report,  issued  last  April,  concluded  that — 

What  we  need  is  a  more  comprehensive  and  coordinated  public  and  private 
strategy  for  financing  mental  health  service  where  payment  is  based  upon  the 
need  for  care,  not  diagnosis,  and  upon  the  appropriateness  of  care,  not  the  disci- 
pline of  the  provider. 

This  sums  up  very  well  our  position  in  regard  to  reimbursement  for 
mental  health  services,  that  a  variety  of  skills  can  be  utilized  to  ad- 
vantage. Many  of  the  problems  in  rnental  health  care  and  in  health 
care  in  general,  including  sin-rocketing  costs,  are  compounded  by,  if 
not  directly  traceable  to,  the  current  reimbursement  s^-stem  which  is 
based  on  institutionalization  and  physician  services  rather  than  on 
the  needs  of  the  patient. 

We  believe,  however,  that  prospects  were  never  brighter  than  they 
are  presently  for  chano-es  which  will  permit  more  appropriate  utiliza- 
tion of  the  nursing  role  in  delivery  of  mental  health  services. 
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An  indication  of  the  change  that  is  taking  place  lies  in  the  action  of 
f  arsighted  legislators  such  as  Senator  Inouye  who  has  introduced  bills 
to  provide  for  reimbursement  under  medicare  and  medicaid  for  nurs- 
ing services.  One  of  these  measures,  S.  233,  is  cosponsored  by  Senator 
Matsunaga.  It  specifically  seeks  to  expand  utilization  of  the  profes- 
sional services  of  qualified  psychiatric  nurses  under  the  medicare  and 
medicaid  programs.  We  fully  support  that  bill  as  it  was  introduced. 

Still  another  sign  is  language  included  in  the  House-Senate  Appro- 
priations conference  report  on  the  Defense  Department  fiscal  year  1978 
appropriation.  It  allows  psychiatric  nursing  and  nurse  midwife  serv- 
ices as  permissible  reimbursements  under  the  civilian  health  and  med- 
ical program  of  the  uniformed  services. 

Psychiatric  nursing  is  directed  toward  health  maintenance  as  well 
as  corrective  measures  for  mental  disorders.  It  is  practiced  in  a  wide 
variety  of  settings,  ranging  from  institutions  which  are  characterized 
by  high-level  teamwork  and  technology  to  community-based  non- 
institutional  settings  where  nurses  practice  on  a  highly  independent, 
self -directed  basis. 

In  the  role  of  primary  care  provider,  nurses  assimie  responsibility 
for  continuous  care  for  individuals  and  families  beginning  at  the  point 
of  the  clients'  entry  into  the  mental  health  delivery  system  and  extend- 
ing through  the  treatment  and  rehabilitative  phase. 

Major  direct  nursing  care  functions  include:  screening  and  evalua- 
tion ;  individual,  family,  and  group  psychotherapy ;  home  visits ;  es- 
tablishing a  therapeutic  milieu  in  institutional  contexts ;  health  teach- 
ing; providing  support  and  medication  surveillance,  especially  for 
long-term  patients;  and  responding  to  clients'  needs  through  com- 
munity action,  if  that  is  appropriate. 

The  problem  of  access  to  mental  health  services  under  current  re- 
imbursement policies  is  particularly  acute  among  the  chronically  un- 
derserved  groups,  namely,  the  minorities,  low-income  women,  people  in 
rural  areas,  children  and  adolescents,  and  most  especially  the  older. 

Older  people,  disproportionately  poor,  ill,  and  underserved,  exem- 
plify a  population  with  whom  nursing  is  already  deeply  involved  and 
concerned,  and  who  would  be  helped  by  having  mental  health  services 
available  as  a  covered  benefit.  Current  narrow,  in-patient  focused,  cov- 
erage leaves  many  older  people  not  only  underserved,  but  inappro- 
priately served. 

One  of  the  chief  obstacles  to  the  proper  utilization  of  nurses  in  the 
mental  health  field  has  been  reimbursement  policies  which  denied  pay- 
m_ents  for  nursing  services.  The  President's  Commission  on  IMental 
Health,  which  directed  specific  attention  to  underserved  segments  of 
our  population,  specifically  included  m.ental  health  nursing  services 
among  those  which  should  be  reimbursable. 

Home  care  provided  by  psychiatric  nurses  has  been  found  to  be  very 
effective  and  can  be  provided  at  considerably  lower  cost  than  if  the 
patient  is  hospitalized,  but  often  this  is  thwp.rted  because  medicare  and 
other  third-party  payors  do  not  recognize  the  nurse  as  an  appropriate 
provider  of  reimbursable  ser^dces. 

Many  nurses  are  well-qualified  to  go  into  private  psychiatric  nursing 
practice,  and  often  can  provide  service  to  those  who  otherwise  woald 
be  unable  to  have  access  to  such  care. 
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In  1976,  the  American  Nursing  Association  worked  together  with 
six  national  organizations  concerned  with  mental  health,  to  develop  a 
position  statement  identifying  principles  for  the  inclusion  of  mental 
health  benefits  in  a  national  health  insurance  plan. 

They  concluded  that,  No.  1 — 

National  health  insurance  should  provide  benefits  which  promote  an  integrated 
and  coordinated  system  of  mental  health  service  delivery  that  assures  easy  access 
and  continuity  of  care. 

And  it  pointed  out  that — 

Present  concepts  of  reimbursement  tend  to  emphasize  the  setting  rather  than 
specific!  service  provided  to  a  patient.  The  treatment  provided  to  a  patient  rather 
than  the  setting  sliould  be  the  more  important  determinant  of  reimbursement. 

We  believe  that  if  reimbursement  were  based  on  services  and  were 
provided  to  patients  rather  than  setting  or  who  provides  the  services — 
so  long  as  the  provider  is  a  qualified  mental  health  practitioner — that 
mental  health  services  in  this  country  will  be  improved,  be  more  widely 
available  to  those  in  need  of  such  care  and  more  cost-effective  than 
under  the  present  system.  That  is  our  goal,  and  we  hope,  that  of  the 
policymakers. 

Senator  Taoiaixje.  Thank  you  very  much  for  an  excellent  statement. 
Senator  Long  ? 

Senator  Long.  I  heartily  agree  with  your  statement  and  I  think  it 
deserves  a  great  deal  of  consideration  by  the  committee. 
Senator  Taoiadge.  Senator  Matsunaga  ? 

Senator  Matsunaga.  I,  too,  wish  to  join  in  commending  you  for  joiiv 
excellent  statement. 

I  have  one  question.  What  type  of  additional  training  does  the  psy- 
chiatric nurse  undertake  in  order  to  qualify  for  independent  treatment 
of  a  patient  ? 

Ms.  Mitchell.  Senator,  the  Psychiatric  Mental  Health  Nursing 
Specialist,  who  is  the  nurse  that  we  seek  to  have  recognized  as  a  quali- 
fied provider  under  medicare  and  medicaid,  achieves  a  masters  degree 
or  higher,  but  a  master's  degree  in  phychiatric  mental  health  nursing 
or  a  closely  related  field.  And,  in  addition  to  that,  is  certified  in  order 
to  be  reimbursable  and  would  also  have  post  master's  experience  under 
supervision. 

Senator  Matsunaga.  Thank  you  very  much. 

Senator  Talmadge.  Thank  you  very  much. 

[The  prepared  statement  of  Ms.  Mitchell  follows :] 

Statement  of  the  American  Nurses'  Association  by  Ms.  Martha  Mitchell 

AND  Ms.  Pat  Burrell 

We  appreciate  the  opportunity  to  appear  before  you  today  to  speak  in  favor 
of  full  reimbursement  for  mental  health  services  provided  to  those  persons 
covered  by  Medicare  and  Medicaid.  Such  reimbursement  should  be  available 
regardless  of  the  setting  in  which  that  care  is  provided  or  the  discipline  of 
the  mental  health  practitioner  providing  that  service. 

Current  law  severely  restricts  not  only  the  types  of  professionals  providing 
psychiatric  care  but  also  the  settings  in  which  such  care  is  delivered.  Direct 
reimbursement  for  psychiatric  services  under  Medicare  and  Medicaid  is  avail- 
able only  to  physicians  and  to  institutions  providing  such  care.  Generally, 
other  mental  health  professionals  are  not  directly  reimbursed.  Further,  Medicare 
law  specifies  a  190-day  lifetime  limit  on  inpatient  psychiatric  hospital  services. 
This  seems  like  an  arbitrary  number  which  could  severely  restrict  a  patient's 
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progress.  Only  a  trained  mental  health  professional  can  accurately  determine 
the  number  of  days  of  hospitalization  a  patient  requires.  For  outpatient  mental 
health  services,  Medicare  and  Medicaid  imposes  a  $250  annual  limit  on  reim- 
bursement per  patient.  This  figure  is  unreallstically  low,  especially  when  com- 
pared with  Medicare  and  Medicaid  reimbursement  limits  for  outpatient  care 
of  somatic  illnesses. 

The  question  of  reimbursement  for  mental  health  services  was  one  of  the 
issues  considered  by  the  President's  Commission  on  Mental  Health.  Its  report, 
issued  earlier  this  year,  concluded  that : 

"What  we  need  is  a  more  comprehensive  and  coordinated  public  and  private 
strategy  for  financing  mental  health  service  where  payment  is  based  upon 
the  need  for  care,  not  diagnosis,  and  upon  the  appropriateness  of  care,  not  the 
discipline  of  the  provider." 

This  sums  up  very  well  our  position  in  regard  to  reimbursement  for  mental 
health  services :  that  a  variety  of  skills  can  be  utilized  to  advantage.  Many  of 
the  problems  in  mental  health  care  and  in  health  care  in  general,  inc'luding 
skyrocketing  costs,  are  compounded  by,  if  not  directly  traceable  to,  the  current 
reimbursement  system  which  is  based  on  institutionalization  and  physician 
services  rather  than  on  the  needs  of  the  patient. 

Commenting  on  the  availability  of  mental  health  care  in  this  country,  the 
President's  C-ommission  report  states :  "Many  who  need  mental  health  care 
cannot  afford  the  help  they  require.  It  is  pointless  to  design,  plan,  and  provide 
service  systems  if  people  do  not  have  the  means  to  pay  for  them.  It  is  short- 
sighted to  devise  financing  mechanisms  that  promote  more  restrictive  and 
expensive  forms  of  treatment  when  other  less  expensive  options  would  be  as 
effective.  It  is  wasteful  to  invest  money  in  establishing  programs  through 
project  grants  and  then  deprive  the  programs  of  access  to  third-party  reim- 
bursement funds  to  support  their  services  once  the  grants  are  ended." 

We  agree  with  this  analysis.  We  also  believe  that  prospects  were  never 
brighter  than  they  are  today  for  changes  which  will  permit  more  appropriate 
utilization  of  the  nursing  role  in  delivery  of  mental  health  care  services.  One  of 
the  chief  obstacles  to  the  proper  utilization  of  nurses  in  the  mental  health  field 
has  been  reimbursement  policies  which  deny  payment  for  nursing  services. 

An  indication  of  the  change  that  is  taking  place  lies  in  the  action  of  far-sighted 
legislators  such  as  .Senator  Inouye  who  has  introduced  bills  to  provide  for 
reimbui-sement  under  Medicare  and  Medicaid  for  nursing  services.  One  of  these 
measures,  S.  233,  which  is  cosponsored  by  Senator  Matsunaga,  specifically  seeks 
to  expand  utilization  of  the  professional  services  of  qualified  psychiatric  nurses 
under  Medicare  and  Medicaid  programs.  We  fully  support  that  bill  as  it  was 
introduced. 

iStill  another  sign  is  language  included  in  the  House-Senate  Appropriations 
conference  in  its  report  on  the  Defense  Department  fiscal  year  1978  appropria- 
tions. It  allows  psychiatric  nursing  and  nurse  midwife  services  as  permissible 
reimbursements  under  the  Civilian  Health  and  Medical  Program  of  the  Uni- 
formed Services  (CHAMPUS). 

Tlie  number  of  well-prepared  psychiatric  mental  health  nurses  has  been 
increasing  rapidly  in  recent  years,  yet  practice  by  these  nurses  has  been  severely 
inhibited  by  reimbursement  policies.  Clinics  that  cannot  get  reimbursement 
for  the  services  provided  by  the  psychiatric  nurse  do  not,  of  course,  continue 
to  employ  such  nurses. 

Psychiatric  nursing  is  defined  by  the  Division  of  Psychiatric  and  Mental  Health 
Nursing  of  the  American  Nurses'  Association,  as  a  specialized  area  of  nursing 
practice,  utilizing  theories  of  human  behavior  as  its  science,  and  purpoiseful 
use  of  self  as  its  art.  Psychiatric  nursing  is  directed  toward  health  maintenance 
as  well  as  corrective  measures  for  mental  disorders.  It  is  practiced  in  a  variety 
of  settings,  from  institutions  characterized  by  high  levels  of  teamwork  and 
technology  to  community-based,  non-institutional  settings  where  the  nurse 
practices  on  a  highly  independent,  self -directed  basis.  In  the  role  of  primary  care 
provider,  they  assume  responsibility  for  continuous  care  for  individuals  and 
families  beginning  at  the  point  of  the  clients'  entry  into  the  mental  health  deliv- 
ery system  and  extending  through  the  treatment  and  rehabilitation  phase. 

Direct  nursing  care  functions  include  individual  and  group  psychotherapy, 
family  therapy,  screening  and  evaluation,  making  home  visits,  establishing  a 
therapuetic  milieu,  conducting  health  teaching  activities,  providing  support 
and  medication  surveillance  and  responding  to  clients'  needs  through  com- 
munity action,  if  that  is  appropriate. 


7 


Ease  of  access  to  health  care  is  controlled  by  several  factors.  Most  pertinent 
are  physical  access  (including  flexibility  in  the  scheduling  at  the  convenience 
of  the  client)  as  well  as  the  actual  location  of  these  services,  and  financial 
access  x)ermitted  by  the  system.  Insurance  defines  both  physical  and  financial 
access  to  the  provider.  If  reimbursement  for  services  is  limited  to  one  group  of 
health  professionals,  this  obviously  limits  the  physical  access  by  excluding 
other  health  professionals,  such  as  nurses,  who  can  and  do  provide  services  in 
a  variety  of  settings — schools,  neighborhood  health  centers,  public  health  de- 
partments, and  the  home.  Equally  important  is  the  limited  access  to  the  full 
range  of  services  which  nursing  can  provide. 

The  problem  of  access  to  mental  health  services  under  current  reimburse- 
ment policies  is  particularly  acute  among  the  chronically  underserved :  the 
minorities,  low-income  women,  people  in  rural  areas,  children  and  adolescents, 
the  dying  and  most  especially  the  aged. 

Older  people,  disproportionately  poor,  ill  and  underserved,  exemplify  a  popu- 
lation with  whom  nursing  is  already  deeply  involved  and  concerned,  and  who 
would  be  helped  by  having  mental  health  services  available  as  a  covered  benefit. 
Current  narrow,  in-patient  focused,  coverage  leaves  many  older  people  not  only 
underserved,  but  inappropriately  served. 

As  the  President's  Commission  on  Mental  Health  suggests,  that  with  the 
current  Medicare  coverage  "...  often  the  only  option  for  diagnosing  the  prob- 
lems of  or  treating  the  elderly  with  mental  disability  is  to  hospitalize  them." 
In  this  case,  limited  medical  insurance  defines  treatment,  narrows  options, 
and  inhibits  the  full  range  of  professional  services  needed. 

The  President's  Commission  on  Mental  Health,  which  directed  particular 
attention  to  underserved  segments  of  our  population,  specifically  included 
psychiati-ic  mental  health  nursing  among  services  which  should  be  reimbursable, 
stating  that,  "Ail  covered  services  must  be  rendered  by,  or  be  under  the  direct 
clinical  supervision  of  a  physician,  psychologist,  social  worker,  or  niir.se  with 
an  earned  doctorate  or  master's  degree  and  with  the  appropriate  clinical  com- 
-petence  as  established  by  state  licensure  or  certification  by  a  national  body." 

Another  example  of  problems  created  by  current  reimbursement  mechanisms 
involved  a  patient  in  a  therapy  group  by  psychiatric  nurses  who  suddenly 
discovered  that  his  new  insurance  carrier  would  not  cover  his  treatment  unless 
it  was  provided  by  a  psychiatrist.  He  was  faced  with  the  disrupting  decision 
of  whether  to  stay  and  try  to  pay  the  fees  himself  or  leave  and  attempt  to  get 
into  another  gToup,  probably  extending  his  time  in  therapy. 

Home  care  provided  by  psychiatric  nurses  has  been  found  to  be  effective 
and  can  be  provided  at  considerably  lower  cost  than  if  the  patient  is  hospitalized. 
But  often  this  is  thwarted  because  Medicare  and  other  third-party  payors  do 
not  recognize  the  nurse  psychotherapist  as  an  appropriate  provider  of  reim- 
bursable seiwices. 

Many  nurses  are  well  qualified  to  go  into  private  psychiatric  nursing  practice 
and  often  can  provide  service  to  those  who  otherwise  would  be  unable  to  have 
such  care.  For  example,  psychiatric  mental  health  nursing  specialists,  in  a 
group  practice  in  rural  Winona,  Minn.,  greatly  enhance  the  availability  of 
mental  health  services  to  the  neighboring  population.  Working  in  planned 
periodic  collaboration  with  an  urban-dwelling  psychiatrist  some  40  miles  away, 
these  specialists  provide  quality  mental  health  care  to  a  nimiber  of  people  who 
under  other  circumstances  would  remain  isolated  and  underserved. 

One  of  the  authors  of  an  article  in  "The  Michigan  Nurse"  had  developed  a 
treatm.ent  program  for  autistic  children  and  their  families.  Following  her 
experience  with  an  agency  that  treated  autistic  children  and  the  comple- 
tion of  miaster's  degrees  in  child  psychiatric  nursing,  she  instituted  a  family- 
oriented,  out-patient  treatment  program  which  included  behavioral  manage- 
ment ter-hniques  and  family  teaching  and  counseling.  ,She  is  associated  with 
a  physician  who  does  the  initial  client  evaluations  and  follows  the  clients'  medi- 
cal regimen :  the  nurse  independently  develops,  implements,  and  monitors  the 
psychotbf  rapeutic  treatment  program  for  the  client  and  family. 

In  1S76,  the  American  Nurses'  Association,  along  with  six  national  organiza- 
tions concerned  with  mental  health,  convened  a  panel  to  develop  a  common 
position  statement  identifying  principles  for  the  inclusion  of  mental  health 
benefits  in  a  national  health  insurance  plan. 

Among  its  conclusions  was  that  "national  health  insurance  should  provide 
benefits  vrhich  promote  an  integrated  and  coordinated  system  of  mental  health 
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service  delivery  tliat  assures  easy  access  and  continuity  of  care."  And  it  pointed 
out  tliat  "present  concepts  of  reimbursement  tend  to  emphasize  the  setting  rather 
than  specific  service  provided  to  a  patient.  The  treatment  provided  to  a  patient 
rather  than  the  setting  should  be  the  more  important  determinant  of  reim- 
bursement." 

That  statement  lists  the  kinds  of  mental  health  services  that  should  be  avail- 
able under  National  Health  Insurance  and  recommends  that  "such  services 
should  be  reimbursed  as  long  as  they  can  be  documented  as  an  integral  part  of 
a  specific  treatment  plan  and  are  provided  by  or  under  the  supervision  of  a 
qualified  mental  health  practitioner." 

We  believe  that  if  reimbursement  were  based  on  services  provided  to  patients 
rather  than  settings  or  who  provides  the  services  (so  long  as  the  provider  is  a 
qualified  mental  health  practitioner)  that  mental  health  services  in  this  country 
will  be  improved,  be  more  widely  available  to  those  in  need  of  such  care  and 
more  cost  effective  than  under  the  present  system.  That  is  our  goal  and  we  hope, 
that  of  the  policymakers. 

Senator  Talmadge.  The  next  witness  is  Mr.  Sandford  F.  Brandt, 
vice  president,  f  undraising,  Mental  Health  Association. 

Mr.  Brandt,  you  may  insert  your  full  statement  in  the  record  and 
summarize  it  in  10  minutes  or  less,  if  you  will. 

Mr.  Beandt,  Thank  you,  Mr.  Chairman. 

STATEMENT  OF  SANBPOED  F.  BEANDT,  VICE  PiEESIDEHT,  EUM- 
EAISING,  MENTAL  HEALTH  ASSOCIATION 

Mr.  Brandt.  My  nam.e  is  Sandford  F.  Brandt.  I  live  in  Norris, 
Tenn.  I  am  a  past  president  of  the  Tennessee  Mental  Health  Associa- 
tion and  currently  a  member  of  the  board  of  the  National  Association. 
I  am  one  of  the  vice  presidents. 

I  have  been  a  volunteer  in  mental  health  for,  I  would  say,  about 
20-some  years  at  the  local,  State,  and  national  levels.  I  have  submitted 
a  prepared  testimony  and  will  summarize  it  here.  First,  however,  I 
do  wish  to  correct  one  typographical  error  in  the  prepared  testimony. 

At  the  top  of  page  No.  3,  at  the  second  line,  I  refer  to  Public  Law 
95-250.  That  should  be  Pul)lic  Law  95-210,  the  same  public  law  the 
chairman  referred  to  a  moment  ago. 

Now,  the  essence  of  our  testimony  is  that  both  medicare  and  medic- 
aid discriminate  against  the  mentally  ill  and  that  discrimination  is 
unfair,  unwarranted,  and  should  be  ended. 

Medicare  discriminates  directly  in  three  ways.  Part  A,  there  is  a 
190-day  lifetime  limit  on  the  coverage  in  psychiatric  hospitals.  No 
such  limit  exists  on  coverage  in  any  other  hospitals.  We  recommend 
elimination  of  that  limitation  so  that  the  benefits  for  a  person  in  a 
psychiatric  hospital,  would  be  the  same  as  for  those  persons  in  other 
hospitals,  regardless  of  the  diagnosis. 

Under  part  B,  the  optional  insurance,  the  reimbursement,  if  the 
diagnosis  is  mental  illness,  is  only  50  percent  after  the  deductible.  This 
is  compared  to  80  percent  for  all  other  covered  illnesses.  We  believe 
that  is  discriminatory  and  the  reimbursement  for  a  patient  diagnosed 
as  mentall}^  ill  should  be  the  same  80  percent  as  for  any  other  covered 
illness. 

Also,  in  that  same  section  of  part  B,  there  is  a  $250  annual  ceiling 
on  reimbursement  for  mental  illness.  If  the  deductible  is  also  for 
mental  illness,  the  ceiling  is  $202.  There  is  no  ceiling  on  any  othei' 
covered  illness  that  I  know  of  in  medicare. 
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We  would  like  to  see  the  ceiling  removed.  However,  the  President's 
Commission  on  Mental  Health  in  its  report  released  on  April  27  recom- 
mended increasing  the  ceiling  from  $250  to  $750  and  at  this  point  in 
time,  we  subscribe  to  that  $750  limit. 

Incidentally,  all  of  our  recommendations  are  consistent  with  those 
on  the  President's  Commission's  report — or  vice  versa,  all  of  their 
recommendations  are  consistent  with  ours,  whichever  came  first. 

Now,  medicare  discriminates  against  the  mentally  ill  indirectly 
in  that  it  does  not  recognize  community  mental  health  centers  as  pro- 
viders, and  we  urge  this  committee  to  report  out  an  amendment  grant- 
ing provider  status  to  CMHC's.  ]S[ow,  this  was  done  last  year  in 
Public  Law  95-210  in  the  case  of  rural  health  clinics,  and  we  would 
like  to  see  the  same  provision  for  community  mental  health  centers. 

I  am  pleased  to  note  that  just  2  days  ago  the  House  Ways  and  Means 
Committee  approved  a  bill  that  goes  a  great  step  in  this  direction. 
It  recognizes  federally  funded  community  centers  as  direct  providers 
for  up  to  10  outpatient  visits  and  up  to  60  partial  hospitalization 
days,  provided  that  there  is  utilization  review  someplace  along  the 
way. 

Unfortunately,  this  amendment,  however  pleased  we  are  that  it 
is  in  the  bill,  does  not  go  far  enough.  First,  it  does  nothing  for  those 
medicare  subscribers  who  choose  private  practitioners.  They  are  still 
bound  by  the  existing  law. 

It  does  nothing  for  those  medicare  subscribers  who  live  in  areas 
that  are  not  served  by  community  mental  health  centers.  Xow  that 
is  most  of  the  countr}^  Of  the  1,500  areas,  there  are  about  TOO  which 
have  CMHC's. 

So  we  would  like  to  go  beyond  what  is  in  the  Plouse  bill.  However, 
let  me  say  that  if  this  committee  in  its  wisdom  would  go  along  with 
the  House  version,  we  certainly  are  not  going  to  object. 

Now,  medicaid  in  title  XIX  discriminates  in  several  ways.  We  are 
confining  our  remarks  at  this  time  to  one  glaring  instance  as  it  occurs 
in  the  early  and  periodic  screening,  diagnostic  and  treatment  pro- 
gram. The  provision  in  section  1912(b)  (1)  authorizes  States  to  deny 
treatment  to  children  who,  under  this  very  program,  have  been  dj9g- 
nosed  as  mentally  ill.  It  is  all  right  to  diagnose  them  as  mentally  ill, 
but  you  do  not  have  to  treat  them. 

Now,  not  only  is  that  unfair,  we  also  think  that  it  is  pennywise  and 
pound  foolish,  because  these  children  are  members  of  indigent  fami- 
lies, at  least  medically  indigent  families,  and  the  chances  are  that  if 
their  disturbances  or  emotional  problems  are  not  corrected  in  youth, 
not  caught  and  turned  around  at  the  early  stages,  they  are  going  to 
grow  up  to  have  the  same  problems,  or  more  problems,  and  be  a 
greater  expense,  as  well  as  suffer. 

There  is  pending  in  the  Senate  a  bill  to  modify  this  program.  It 
is  S.  1392.  However,  S.  1392  does  not  correct  the  shortcoming"!  noted. 
There  is  language  in  there  that  still  authorizes  States  to  exclude  treat- 
ment of  the  mentally  disturbed  children  and  we  hope  that  that  would 
be  corrected. 

At  this  point,  I  would  like  to  depart  from  my  prepared  remarks 
and  make  two  observations,  personal  observations,  which  I  think  will 
be  helpful  to  the  committee. 


10 


Now,  the  CMHC  program  has  been  in  existence  since  the  very  year 
that  medicaid  got  underway  and  there  have  been  some  fantastic  suc- 
cesses Vind  there  have  been  some  instances  of  failure.  There  is  no  doubt 
about  it. 

I  would  like  to  tell  you  of  my  own  experiences  with  the  Community 
Center  in  Oak  Kidge,  Tenn.,  near  where  I  live.  Coming  up  on  the 
plane,  I  listed  all  the  people  that  I  referred  to  that  center — I  am  not  a 
physician  or  a  professional.  They  get  to  know  that  I  am  with  the 
Mental  Health  Association  and  they  call  me.  And  of  the  10  persons 
whom  I  could  remember  sending,  referring,  or  actually  taking,  in 
some  cases,  to  the  center,  7  of  them  are  definitely  better.  One  of  them, 
no.  And  two  of  them,  I  just  could  not  say  whether  they  are  better, 
worse,  or  not.  I  am  just  not  up  on  them. 

But  I  know  that  everyone  of  the  10  I  know  personally,  and  I  can 
testify  that  7  clearly  are  better. 

I  w^ant  to  talk  just  about  two  specific  cases.  One  of  them  was  a  65- 
year-old  widow  whose  husband  was  a  speechwriter  for  the  head  of  a 
department  here  in  Washington  and  after  he  died,  she  had  many  prob- 
lems and  moved  back  to  Norris,  Tenn.,  where  they  had  lived  in  their 
earlier  years.  She  bought  a  house. 

One  Sunday  word  got  to  me  that  Helen  was  sitting  by  her  front 
door  with  a  gun.  She  had  actually  shot  through  the  door.  Living  on 
one  side  of  that  woman,  was  a  family  that  had  two  sm^all  children. 
On  the  other  side  was  another  woman  expecting  her  first  child.  They 
were  scared  to  death. 

The  police  said  well,  we  cannot  do  anything.  We  did  not  see  it 
happen.  I  land  of  have  my  own  views  of  our  local  police,  but  that 
was  their  attitude. 

I  called  her  up  and  said,  "Helen,  what  is  the  problem?"  Well,  she 
said,  people  are  trying  to  break  in  my  house.  I  am  being  zapped.  I 
have  called  the  FBI  about  this  and  they  understand  this  and  they 
believe  me,  but  there  is  nothing  they  can  do  about  it,  they  say. 

I  said,  "Can  I  come  over  and  talk  with  you  ?"  "Yeah." 

"Have  you  got  the  gun?"  "Yes." 

"Put  it  down.  I  want  to  come  over  and  talk  to  you." 

So  I  went  over  and  talked  to  her  and  talked  her  into  going  to  the 
mental  health  center.  I  called  our  director  as  soon  as  he  got  home  from 
Mass  and  I  said,  "Jack,  I've  got  a  i^atient  for  you."  He  said,  "Bring 
her  over." 

I  took  her  over  there  and  she  was  interviewed  and  agreed  to  stay 
as  an  inpatient  and  after  about  3  weeks  she  came  out  and  the  hal- 
lucinations were  gone — I  am  not  saying  she  is  totally  well,  but  the 
hallucinations  were  gone  and  she  had  forgotten  all — is  that  my  light  ? 

Senator  Talmadge.  Yes.  I  am  sorry  I  have  to  call  time  on  you,  but 
we  do  have  a  number  of  witnesses. 

Mr.  Brandt.  All  right.  Let  me  finish  the  sentence. 

She  had  forgotten  all  about  the  gun — I  still  have  it,  by  the  way. 
I  would  like  to  find  something  to  do  with  it — she  decided  she  had  made 
a  mistake  in  coming  back  there,  sold  her  house,  moved  back  to  her 
childhood  home  in  the  hills  of  Kentucky,  and  as  far  as  we  know,  she 
is  all  right. 

Sir? 
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Senator  Matsunaga.  I  just  wanted  to  know  \yliat  happened  to 
Helen. 

Mi\  Bra:sT)t.  She  moved  back  to  the  county  next  to  the  one  where 
Mr.  Xixon  was  in  recently  and  is  in  good  shape,  as  far  as  I  know. 

Senator  Matsuxaga.  I  am  glad  to  hear  that. 

Mr.  Brandt.  I  have  other  examples,  but  my  time  has  expired. 

Senator  Talmadge.  Your  entire  statement  will  be  inserted  in  the 
record. 

How  do  you  define  mental  health  ? 

Mr.  Braxdt.  How  do  I  define  mental  health  ? 

Senator  Talmadge.  Yes. 

3,Ir.  Braxdt.  Would  you  allow  me  to  define  mental  illness  as  an 
alternative? 

Senator  Taliviadge.  Yes. 

Mr.  Br^^xdt.  To  m.e,  mental  illness  is  any  strictly  nonphysical 
impairment — substantial,  significant  impairment — of  a  person's  abil- 
ity to  function  due  to  some  emotional  or  mental  problem.  'Not  a  minor 
upset  over  a  short-term  loss,  but  a  substantial  inability  to  function  as 
he  or  she  has  been  functioning,  carrying  on  his  work,  carrying  on  his 
family,  without  getting  over  it. 

Senator  Talmadge.  Senator  Long? 

Senator  Long.  I  have  no  questions.  Thank  you. 

Senator  Tali^iadge.  Senator  Danf  orth  ? 

Senator  Daxforth.  I  have  no  questions. 

Senator  Talmadge.  Senator  Matsunaga  ? 

Senator  Matsunaga.  I  have  one  question,  Mr.  Chairman. 

Is  it  not  true,  or  is  it  within  your  knowledge,  that  much  of  the 
m.ental  health  problems  or  mental  illnesses  today  are  treated  as  physi- 
cal illnesses,  especially  among  children,  because  our  present  law  ex- 
cludes the  treatment  of  mental  illnesses  among  children  under 
medicaid  ? 

Mr.  Brandt.  Well,  not  only  among  children,  Senator  Matsunaga.  I 
think  among  adults  as  well,  that  there  are  people  who  are  placed  in 
hospitals  because  they  have  insurance  to  cover  that,  yet  they  camiot  be 
covered  if  they  seek  treatment  on  an  outpatient  basis.  Also,  some  have 
to  go  to  M.D.'s  because  their  insurance  will  not  cover  psychologists, 
and  so  forth.  I  would  prefer  to  go  to  a  facility  that  has  a  mental  health 
team  and  let  them  decided  which  professional  is  best  for  my  particular 
case. 

Senator  Matsunga.  So,  this  present  practice  prevails  among  adults 
as  well  as  children  ? 
^Ir.  Brandt.  That  is  right. 

Senator  Matsunga.  The  present  practice  is  to  treat  mental  illness  as 
physical  illness,  because  of  the  language  of  the  present  law  which,  in 
effect,  amounts  to  the  circumvention  ? 

Mr.  Brandt.  I  think  that  would  be  a  fair  statement ;  yes. 

Senator  Matsunga.  Thank  you. 

Senator  Long.  Could  I  just  ask  a  question  ? 

Senator  Talmadge.  Senator  Long. 

Senator  Long.  Since  you  gave  your  definition  of  mental  illness,  I 
just  wondered  how  you  would  define  this  type  of  situation,  where  you 
get  a  person  who  has  some  talent  
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Mr.  Brandt.  Sir  ? 

Senator  Long.  How  do  you  define  the  type  situation  where  a  person 
lives  under  a  great  deal  oi  pressure  and  the  doctor  thinks  the  person 
ought  to  take  tranquilizers  to  slow  them  down  but  they  find  that  they 
seem  like  an  old,  weary  person  when  they  do  so  they  insist  on  taking 
pep-up  pills  instead,  and  perform  very  badly  with  the  pep-up  pills. 

Now,  would  you  define  that  as  mental  illness,  or  what  ?  How  would 
you  define  that  ?  Would  you  define  that  as  drug  abuse  ? 

Mr.  Brandt.  I  would  define  that  as  inappropriate  treatment.  I  think 
they  had  better  get  them  another  practitioner. 

Senator  Long.  But  the  situation  I  am  talking  about  is  a  situation 
where  the  doctor  is  prescribing  the  right  drug.  The  patient  is  just  not 
taking  it.  You  see,  the  patient  is  taking  just  the  opposite. 

Mr.  Brandt.  Well,  you  see,  we  have  all  kinds  of  laws  regTilating  the 
speed  limit,  but  they  are  not  self -enforcing,  so  prescription  and  doc- 
tors' orders  unfortunately  are  not  self -enforcing. 

Senator  Long.  You  would  not  call  that  mental  illness  ? 

^Ir.  Brandt.  I  would  have  to  Imow  why  he  was  not  doing  it.  If  it  was 
just  simply  willfulness,  he  was  going  to  show  them,  no,  I  would  not 
call  that  mental  illness.  But  if  there  was  some  problem  that  he  had  a 
compulsion,  he  could  not  do  what  he  was  asked  to  do,  that  would  be 
mental  illness. 

Senator  Long.  Well,  just  suppose  he  was  just  getting  old  and  did  not 
want  to  live  with  that  situation,  thought  he  could  take  those  pep-up 
pills  and  be  yomig  again. 

Mr.  Brandt.  No  ;  the  way  you  put  it,  Senator,  I  would  not  call  that 
mental  illness. 

Senator  Long.  You  would  call  it  drug  abuse  ? 

^Ir.  Brandt.  The  fountain  of  youth. 

Senator  Long.  Or  drug  abuse. 

Mr.  Brandt.  Well,  drug  abuse  can  be  mental  illness.  Alcoholism  can 
be  mental  illness.  It  can  be  caused  by  it,  or  might  result  from  it. 
Senator  Long.  Might  be,  or  might  not  be. 
Mr.  Brandt.  Either  way. 
Senator  Long.  Thank  you  very  much. 

Senator  Talmadge.  Thank  you  for  your  contribution,  Mr.  Brandt. 
[The  prepared  statement  of  Mr.  Brandt  follows :] 

Statement  of  Sandfoed  F.  Brandt  for  the  Mental  Health  Association 

SUMMARY 

The  Mental  Health  Association  recommends  the  following  changes  in  Medi- 
care and  Medicaid  to  end  or  reduce  discrimination  against  mentally  ill  persons : 
Medicare 

First  priority.  Part  A.  Grand  provider  status  to  qualified  Community  Mental 
Health  Centers  for  outpatient  and  partial  hospitalization  services.  To  qualifv,  a 
Center  would  have  to  meet  the  standards  set  by  Congress  in  the  1975  mental 
health  amendments  (Public  Law  93-64)  and  the  implementing  regulations  issued 
by  HEW.  (A  bill  to  accomplish  this  in  part,  H.R.  13097,  was  approved  by  the 
House  Ways  and  Means  Committee  two  days  ago. ) 

Second  priority.  Part  B.  Decrease  the  copayment  for  mentallv  ill  patients  from 
the  present  50  percent  down  to  20  percent,  the  same  as  for  any  other  covered 
illness. 
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Third  priority.  Part  B.  Raise  the  annual  ceiling  on  reimbursement  for  treat- 
ment of  mental' illness  from  the  present  $250  up  to  $750.  There  is  no  annual  ceil- 
ing for  other  covered  illness. 

Fourth  priority.  Part  A.  Eliminate  the  190-day  lifetime  limit  of  coverage  on 
patients  in  psychiatric  hospitals,  making  the  benefits  and  benefit  periods  the 
same  as  for  patients  in  other  hospitals. 

Medicaid 

The  Mental  Health  Association  at  this  time  is  limting  its  recommendations 
to  the  Early  and  Periodic  Screening,  Diagnosis,  and  Treatment  Program.  This 
program  is  currently  in  the  process  of  being  amended  by  the  i>euding  Child 
Health  Assessment  Act,  S.  1392.  We  recommend  striking  from  the  pending  bill 
language  which  permits  States  to  exclude  coverage  of  mentally  ill  children ;  this 
would  have  the  effect  of  mandating  the  same  coverage  as  for  the  physically  ill. 

STATEMENT 

Mr.  Chairman,  I  am  Sandf  ord  F.  Brandt  of  Norris,  Tennessee.  I  am  past  Presi- 
dent of  the  Mental  Health  Association  in  Tennessee  and  currently  a  Vice  Presi- 
dent of  the  National  Association,  I  have  been  active  as  a  volunteer  in  the  Mental 
Health  Association  for  some  20  years.  My  testimony  will  describe  the  ways  in 
which  Medicare  and  Medicaid  discriminate  against  mentally  ill  persons  and  will 
spell  out  the  legislation  recommended  by  the  Mental  Health  Association  to  end 
that  discrimination. 

MEDICARE 

Medicare  discrimination 

Medicare  discriminates  against  the  mentally  ill  both  directly  and  indirectly.  It 
discriminates  directly  as  follows :  In  Part  A,  hospital  insurance,  which  is  provided 
automatically  to  all  Medicare  eligibles.  Section  1812(b)  (3)  sets  a  lifetime  limit 
of  190  benefit  days  in  a  psychiatric  hospital.  There  is  no  lifetime  limit  on  time  in 
other  hospitals  regardless  of  the  diagnosis.  In  Part  B,  the  supplemental  medical 
insurance  available  on  payment  of  monthly  premiums.  Section  1833 (c)  limits  re- 
imbursement for  treatment  of  "mental,  psycho-neurotic,  and  personality  dis- 
orders" to  50  i)ercent  of  the  doctor  bills  and  other  reasonable  costs  after  the  de- 
ductible. Reimbursement  for  other  covered  illness  is  at  the  rate  of  80  percent.  In 
addition,  Section  1833(c)  places  an  annual  ceiling  of  $250  on  reimbursement  for 
outpatient  treatment  of  mental  illness  ($202  if  the  deductible  is  also  for  mental 
illness) .  No  annual  ceiling  is  placed  on  reimbursement  for  treatment  of  any  other 
illness. 

The  indirect  discrimination  lies  in  the  fact  that  the  Medicare  Act  does  not  rec- 
ognize Community  Mental  Health  Centers  as  primary  provides  of  health  care. 

Medicare  and  the  Community  Mental  Health  Centers  program  are  both  crea- 
tures of  the  Congress  of  the  United  States.  In  fact,  both  were  created  in  the 
same  year,  1965.  Although  construction  grants  for  Centers  had  been  authorized  in 
1963,  it  was  in  1965,  the  year  of  Medicare,  that  Congress  authorized  the  heart  of 
the  program — federal  matching  grants  for  operation  of  Centers. 

Notwithstanding  the  fact  that  both  programs  were  started  at  the  same  time  and 
notwithstanding  the  fact  that  both  are  aimed  at  providing  better  health  care,  the 
two  programs,  Medicare  and  Community  Mental  Health,  are  not  integrated. 
Although  Medicare  subscribers  who  are  treated  by  physicians  in  Mental  Health 
Centers  may  be  reimbursed,  treatment  by  other  mental  health  professionals  and 
other  services  offered  by  the  Center,  in  fact,  the  Centers  themselves,  are  usually 
not  recognized  under  Medicare. 

Recommended  legislation 

To  overcome  this  discrimination  against  our  older  Americans  who  became 
mentally  ill,  the  Mental  Health  Association  recommends  the  following  amend- 
ments to  Title  XVIII  of  the  Social  Security  Act,  in  order  of  priority  : 

1.  Amend  Part  A  by  adding  to  the  list  of  services  for  which  reimbursement  will 
be  provided  outpatient  services  and  partial  hospitalization  provided  by  a  quali- 
fied Community  Mental  Health  Center.  Precedent  for  this  exists  in  Public  Law 
95-210,  enacted  just  last  year,  to  grant  provider  status  to  Rural  Health  Clinics. 
The  terms  "outpatient  services",  "partial  hospitalization",  and  "qualified  Com- 
munity Mental  Health  Center"  either  could  be  defined  in  detail  in  the  law — as  was 
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(lone  with  respect  to  Rural  Health  Clinics — or  the  definitions  could  be  incoi-po- 
rated  by  reference  to  the  Community  Mental  Health  Centers  Act,  which,  as 
amended  by  Public  Law  94-63  in  1975,  lays  down  very  strict  requirements  which 
a  Center  must  meet  in  order  to  qualify  for  federal  assistance.  (At  this  writing, 
an  amendment  which  would  substantially  carry  out  this  recommendation  has  been 
approved  by  the  Ways  and  Means  Committee  and  is  now  pending  in  the  House ; 
H.R.  13097.) 

MEDICAID 

As  the  President's  Commission  on  Mental  Health  recently  pointed  out,  Medicaid 
is  not  one  program — it  is  53  different  programs.  The  Mental  Health  Association 
does  not  feel  competent  to  pass  judgment  on  Medicaid  in  its  entirety.  There  is, 
however,  one  glaring  instance  of  discrimination  against  mentally  ill  cldldren  in 
Medicaid  as  it  presently  stands.  This  discrimination  is  not  only  unfair  but  unwise. 

A  provision  of  the  Early  and  Periodic  Screening,  Diagnosis,  and  Treatment 
Program  (EPSDT)  under  Title  XIX  permits  States  to  deny  treatment  to  children 
who  are  diagnosed  under  this  program  as  having  'mental  illness,  mental  retarda- 
tion, or  developmental  disabilities."  A  bill  to  improve  EPSDT  is  now  pending  in 
Congress  (S.  1392,  Child  Health  Assessment  Act)  but  it  v/ould  not,  as  introduced, 
end  this  discrimination. 

The  Mental  Health  Association  believes  that  it  is  not  only  patently  unfair  to 
deny  treatment  to  the  mentally  disabled  but  also  that  it  is  "penny-wise,  pound- 
foolish."  The  surest  way  to  avoid  excessive  costs  of  treating  mentally  ill  adults  is 
to  treat  mentally  ill  children. 

Therefore  the  Mental  Health  Association  recommends  striking  the  following 
language  from  S.  1392 :  ".  .  .  but  not  necessarily  including  these  for  the  treatment 
of  mental  illness,  mental  retardation,  or  development  disabilities"  (lines  10,  11, 
and  12). 

president's  commission 

Mr.  Chaii-man,  I  conclude  by  noting  that  the  President's  Commission  on  Mental 
Health,  in  its  final  report  released  iVpril  27  of  this  year,  makes  substantially  the 
same  recommiendations  as  made  by  the  Mental  Health  Association  before  this 
Committee  today.  If  the  Committee  has  no  objection,  I  will  include  with  my  testi- 
mony an  extract  from  the  Commission's  final  report  covering  its  recommendations 
for  eliminating  from  Medicare  the  present  discrimination  against  mentally  ill 
persons. 

Thank  you  very  much.  I  shall  be  glad  to  try  to  answer  any  questions  the  Com- 
mittee may  have. 

(Mental  Health  Association — Exhibit  1) 

Extract  from  Final  Report  of  the  President's  Commission  on  Mental  Health 

1978 

medicare 

When  Medicare  was  enacted  in  1965,  it  was  modeled  after  the  best  private 
health  insurance  programs  of  the  times  and  intended  to  be  an  exem.plar  for  pro- 
gressive public  financing  of  health  care.  Over  the  past  decade,  however,  nO'  sig- 
nificant changes  have  been  made  in  the  program.  It  has  not  kept  up  with  advances 
in  the  delivery  of  services  or  with  advances  made  by  private  insurance  programs 
in  financing  health  care.  While  Medicare  may  have  been  intended  to  mirror  the 
most  progressive  private  insurance  programs  of  the  1960's,  those  who  see  it  as  a 
model  for  national  health  insurance  should  look  more  critically. 

Nowhere  are  the  deficiencies  of  the  Medicare  program  more  apparent  than  in 
the  area  of  financing  mental  health  care.  The  program  has  set  an  unfortunate 
precedent  in  public  financing  efforts  for  the  discriminatory  treatment  of  people 
with  mental  disability.  For  example,  inpatient  care  in  psychiatric  hospitals  is 
limited  to  190  days  over  a  person's  entire  life  span.  In  contrast,  limitations  for 
inpatient  care  in  general  hospitals  are  framed  in  terms  of  each  episode  of  illness. 
Not  only  is  there  a  60  day  lifetime  resei-ve,  but  a  person  is  eligible  for  90  days  of 
coverage  for  each  episode  of  illness,  regardless  of  how  many  times  the  person  be- 
comes ill. 

Further,  organized  mental  health  care  systems  cannot  qualify  as  providers  of 
outpatient  services  under  Medicare  unless  operated  by  a  general  hospital,  while 
physician-directed  health  care  clinics  such  as  neighborhood  health  centers  can.  In 
addition,  a  patient  with  physical  illness  pays  20  percent  of  the  bill  for  outpatient 
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care,  but  the  same  patient  with  a  mental  illness  must  pay  50  ijercent  of  tbe  bill  up 
to  $500  and  100  percent  thereafter. 

As  restrictive  as  the  original  Medicare  legislation  was  in  regard  to  financing 
ambulatory  mental  health  treatment,  inflation  has  further  reduced  the  coverage 
endorsed  by  Congress.  Since  1965,  charges  for  psychiatric  office  visits  have  in- 
creased by  almost  70  percent.  With  no  corresponding  increase  in  the  maximum 
outpatient  benefit,  today's  elderly  are  reimbursed  for  less  than  half  of  the  services 
they  would  have  been  able  to  receive  a  decade  ago.  As  a  result  of  these  restric- 
tions, often  the  only  option  for  diagnosing  the  problems  of  or  treating  the  elderly 
with  mental  disability  is  to  hospitalize  them. 

If  we  are  to  reduce  the  financial  barriers  to  mental  health  services  for  the 
elderly,  the  discriminatory  treatment  of  m^ental  healtli  sendees  under  the  pro- 
visions of  Medicare  must  be  eliminated.  The  Commission  recommends : 
Amending  current  Medicare  legislation  so  that : 

(a)  Community  mental  health  centers  and  other  organized  systems 
of  Community  mental  health  care  be  given  provider  status ; 

(&)  the  allowable  reimbursement  for  the  outpatient  treatment  of 
mental  conditions  be  increased  to  at  least  $750  in  any  calendar  year ; 

(c)  The  beneficiary  coinsurance  be  reduced  from  50  percent  to  20  per- 
cent to  conform  to  Medicare  coinsurance  requirements  for  physical 
illness ; 

(d)  Coverage  for  inpatient  care  of  psychiatric  disorders  in  acute 
care  settings  be  extended  so  it  is  equivalent  to  that  provided  for  physical 
illness ;  and 

(e)  Two  days  of  partial  hospitalization  be  allowed  for  each  day  of 
inpatient  care. 

Senator  Talmadge.  The  next  witness  is  Mr.  Martin  L.  Gross,  author 
of  "The  Psychological  Society." 

You  may  insert  your  full  statement  in  the  record,  Doctor,  and  sum- 
marize it  in  10  minutes  or  less. 

STATEMENT  OF  MAETIIT  L.  GROSS,  AUTHOR  OF  "THE 
PSYCHOLOGICAL  SOCIETY" 

jMr.  Gross.  I  am  ^lartin  L.  Gross,  author  of  a  book  entitled  "The 
Psychological  Society,"  which  resulted  from  my  previous  research  in 
the  field.  I  have  specialized  in  the  psychological,  psychiatric,  and 
medical  fields  as  a  writer.  In  doing  my  research  for  a  previous  book 
called  "The  Doctors,"  I  spent  a  great  deal  of  time  with  American 
psychiatrists.  The  result,  after  8  years  of  research,  is  the  present 
volume.  I  interviewed  hundreds  of  psychologists  and  psychiatrists, 
and  found  that  within  the  profession  there  is  a  great  deal  of  dissension 
which  has  been  hidden  from  the  public. 

When  my  book  came  out,  it  was  praised  by  such  prominent  people 
as  Dr.  Solomon  Snyder,  professor  of  psychiatry  at  Johns  Hopkins, 
Dr.  Ronald  Fieve  at  Columbia  University,  Dr.  Stella  Chess  at  New 
York  Uni^^ersity,  Dr.  Arthur  K.  Shapiro  at  Mt.  Sinai,  and  others.  Last 
week  I  received  a  phone  call  from  a  physician  who  is  the  head  of  an 
important  commission  of  the  American  Psychiatric  Association.  He 
stated:  "Your  book  is  terrific,  but  I  cannot  say  so  publicly  because  I 
am  in  enough  trouble  with  the  profession  as  is." 

The  problem  we  face  in  the  treatment  of  mental  illness  in  America 
is  that  the  psychiatric  profession,  for  economic  reasons,  has  put  its 
effort  into  the  treatment  of  the  well.  They  are  mainly  in  the  private 
practice  of  psychotherapy,  for  people  able  to  afford  $50,  $60,  and  $70 
an  hour.  Meanwhile,  the  treatment  of  mental  illness  in  America  is 
shameful.  In  fact,  America  is  the  most  deficient  nation  in  the  civilized 
world  in  the  treatment  of  the  mentally  ill.  The  reason  is  basically  that 
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the  Freudian  psychoanalytic  establishment  gained  control  of  the  psy- 
chiatric profession  after  World  War  II  as  a  result  of  the  training  of 
American  psychiatrists  in  the  armed  services  b}^  Dr.  Carl  Menninger, 
a  Freudian,  and  then  in  the  Veterans'  Administration  after  the  war. 

The  result  is  that,  today,  in  New  York  City,  for  example,  for  $60 
an  hour,  perfectly  healthy  people,  including  several  of  my  emplo}' ees — 
I  am  also  a  magazine  editor — receive  ps^^chotherapy  which  is  reim- 
bursed by  health  insurance.  The  people  are  functioning  perfectly  and 
are  well.  Meanwhile,  I  have  visited  many  State  institutions,  county  in- 
stitutions, and  Federal  institutions,  including  the  Veterans'  Admin- 
istration, and  find  them  staffed  by  poorly  trained,  foreign-schooled 
residents  and  interns  and  psj^chiatrists,  many  of  whom  cannot  speak 
the  language  well  and  do  not  know  their  psychiatric  pharmacology. 

We  have  a  system  in  America  in  which  the  psychiatric  establish- 
ment, for  economic  and  cultist  reasons,  believe  in  the  Freudian  and 
neo-Freudian  theories.  They  spend  their  energies  in  private  practice 
in  the  care  of  the  well  in  the  major  urban  cities,  particularly  in  Wash- 
ington, New  York,  and  Los  Angeles.  The  mentally  ill  of  America  are 
in  county.  State,  and  Federal  institutions,  such  as  the  VA,  which  gen- 
era ]  ly  attract  only  the  poorly  trained  psychiatrists. 

I  also  have  a  formal  statement,  and  I  will  now  read  part  of  it. 
Mental  illness  is  one  of  America's  most  serious  health  problems.  Almost 
1  percent  of  the  Nation  suffers  from  schizophrenia  and  almost  2  per- 
cent more  from  a  form  of  affective  disease,  which  include  depression, 
mania,  and  manic-depressive  disorders. 

The  treatment  of  severe  psychiatric  disorders  in  America  is  shame- 
ful. Oiir  county,  State,  and  federally  run  Veterans'  Administration 
facilities  for  the  mentally  ill  are  often  staffed  with  poorly  paid,  in- 
adequately trained,  psychiatric  help. 

I  visited  a  hospital  in  New  J ersey  where  I  had  difficulty  conversing 
with  the  ps7f  chiatrist  because  of  his  lack  of  command  of  the  language. 
A  friend  of  mine — a  professor  of  psychiatry  in  New  York — wanted  to 
become  a  Veterans'  Administration  psychiatrist  to  care  for  the  sick 
and  to  do  research,  and  was  offered  $42,000  a  year,  which  is  less  than 
half  of  his  present  income,  earned  by  taking  care  of  private  patients. 
He  therefore  had  to  refuse  the  job. 

Studies  indicate  serious  misdiagnosis  of  the  mentally  ill  in  institu- 
tions as  a  result  of  the  poor  training  of  the  psychiatrist.  An  individual 
known  to  me  for  3  years  had  been  diagnosed  as  a  schizophrenic  for  the 
past  12  years.  I  brought  him  to  a  friend  of  mine,  a  prominent  psychia- 
trist at  Columbia  University,  who,  after  further  diagnosis,  found  out 
that  the  patient  also  had  some  affective,  or  manic-depressive,  dis- 
order. He  treated  him  with  lithium.  The  patient,  who  had  be^n  having 
severe  hallucinations  for  over  a  dozen  years,  no  longer  has  those  hallu- 
cinations. That  person  had  been  in  Marlboro  State,  New  Jersey,  in  the 
Veterans'  Administration  Hospital,  East  Orange,  and  various  others. 

If  the  best-trained  psychiatrists  are  not  practicing  in  our  institu- 
tions, in  what  way  are  their  efforts  being  directed?  The  answer  is 
private  psychiatric  practice  devoted  to  the  less  seriously  ill,  often 
perfectly  healthy  patients,  who  come  to  their  offices  at  $50  kn  hour  for 
treatment  which  the  profession  optimistically  labels  "psychotherapy." 

How  effective  and  how  medical  is  the  supposed  treatment?  Inci- 
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dentally,  America  is  the  only  nation  in  the  world  where  psychotherapy 
is  considered  reasonable  medical  practice.  I  visited  a  large  public  men- 
tal institution  outside  of  London.  The  director  spent  an  entire  day  with 
me.  I  asked:  ''"VATiere  are  your  psychotherapists?"  He  answered  that 
they  do  not  pennit  them  in  his  institution. 

Patients  are  treated  humanely  with  modern  pharmacology  by  the 
best-trained  psychiatrists  in  England,  and  they  have  the  same,  or  per- 
haps better,  improvement  rate  that  we  have.  They  do  not  practice 
the  witchcraft  and  nonsense  of  treating  the  ill  with  conversation. 

Psychotherapy  is  generally  based  on  the  Freudian  theory  or  neo- 
Freudian  theory.  Dr.  Arnold  Rogow,  who  is  a  political  scientist  and 
a  member  of  the  American  Psychoanalytical  Association,  estimates 
that  two  out  of  three  of  our  psychiatrists  are  Freudian  oriented.  As  a 
matter  of  fact,  over  half  of  the  departments  of  psychiatry  in  America 
are  headed  by  psychoanalysts.  In  Xew  York,  a  prominent  psychiatrist 
was  fired  from  Cornell  University,  because  he  was  anti-Freudian,  when 
a  Freudian  took  over  that  institution. 

Is  psychotherapy  accurate,  or  is  the  belief  that  psychotherapy  cures 
a  modern  superstition  that  costs  the  Nation  and  the  Government 
billions  of  dollars  ? 

First,  can  psychotherapy  help  the  mentall}^  ill?  Dr.  Philip  May, 
who  is  Director  of  Eesearch  of  Psychiatry  at  the  Veterans'  Adminis- 
tration Hospital  in  Brentwood,  Calif.,  was  told  as  a  yoimg  resident 
that  he  was  not  sufficiently  efficient  because  he  was  not  curing  schizo- 
phrenics with  psychotherapy. 

When  phenothiazines — the  antischizophrenic  drugs — came  into  use. 
Dr.  May  conducted  a  research  study  at  Camarillo  State  Hospital  in 
California  where  the  patients  were  divided  into  groups. 

One  group  of  patients  were  given  the  phenothazines,  antischizo- 
phrenic drugs;  another  was  given  electric  shock  treatment;  the  third 
were  given  nothing  or  milieu  treatment;  and  the  fourth  were  given 
psychotherapy. 

The  patients  were  evaluated  before  and  after  by  the  entire  staff, 
including  Freudian  analysts.  The  conclusion  was  that  psychotherapy 
was  the  poorest  form  of  treatment  and  that  nothing  did  better  for  the 
patients  than  psychotherapy.  The  best  treatment,  of  course,  was  psy- 
cho-pharmacology. 

Incidentally,  America  is  behind  all  other  patients  in  the  use  of 
pharmacology  for  the  mentally  ill.  A  very  common  antidepressant 
in  England  which  has  almost  no  side  effects — while  the  ones  we  use 
here  have  considerable  side  effects — is  not  allowed  in  medical  practice 
in  America  because  of  FDA  regulations.  It  is  only  now  being  used 
experimentally  at  the  Psychiatric  Institute  at  Columbia  Medical  Cen- 
ter. It  will  probably  take  years  before  it  is  provided  to  the  American 
public. 

Psychotherapy  is  a  poor  treatment  for  the  mentally  ill.  Is  it  a  good 
treatment  for  the  well  ? 

Before  I  get  to  that,  let  me  state  that  for  40  years,  the  profession 
was  told  that  mental  illness  was  psycho^xenic,  that  is,  caused  by  the 
environment,  or  psychological  forces.  This  conclusion  cam.e  out  of 
Freudian  theory. 

But  modern  research  indicates  that  mental  illness  is  almost  entirely 
biological  in  origin.  Dr.  George  Winokur,  then  at  Iowa  Psychopathic, 
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traced  the  family  history  of  severely  depressed  people  and  found  that 
one  out  of  seven  of  the  relatives,  manj^  of  whom  were  not  well  known 
to  the  patient,  had  a  similar  disease. 

At  Maudsley  Hospital  in  England,  Dr.  Irving  Gottesman  of  the 
Univereity  of  Minnesota  and  John  Shields,  of  Maudsley,  traced  every 
patient  who  entered  the  establishment  for  IG  years  and  found  that  the 
identical  twins  shared  schizophrenia  50  percent  of  the  time,  while  the 
fraternal  twins,  who  are  two  different  individuals  genetically — the 
identical  twins  being  one  individual — shared  mental  illness  only  9 
percent  of  the  time. 

All  studies  indicate  that  when  identical  twins  have  schizophrenia, 
that  their  cotwin  has  it  five  to  six  times  more  often  than  in  fraternal 
twins,  which  indicates  the  genetic  base  of  the  disease. 

The  most  pertinent  stud}^ — I  think  supported  partially  by  the  U.S. 
Government — was  done  by  Dr.  Seymour  Kety,  of  Harvard,  and  col- 
leagues. With  the  cooperation  of  the  Danish  Government  they  found 
every  child  of  schizophrenics  in  Copenhagen  for  a  24-year  period  and 
then  located  everyone  that  was  adopted  away  at  birth.  They  found 
that  despite  their  being  adopted  away  into  a  normal  home,  32  percent 
of  the  children  had  schizophrenic  spectrum  disorders  10  times  more 
than  normal. 

This  indicates  that  the  Freudian  en  vironmental  theory  of  mental  ill- 
ness is  an  absolute  hoax.  We  are  dealing  w^ith  a  serious  biological  dis- 
ease which  requires  the  efforts  of  the  U.S.  Government,  the  psychiatric 
profession,  and  additional  research. 

Now,  what  about  psychotherapy  for  the  well?  If  it  does  little  for 
the  mentally  ill,  w^hat  does  it  do  for  the  well  ? 

We  have  a  paradox  within  the  profession.  Even  those  who  believe  in 
psychotherapy  and  the  Freudian  theory  have  a  residual  scientific  base 
because  of  their  medical  training.  Dr.  Norman  Q.  Brill,  professor 
of  psychiatry  at  UCLA  and  former  chairman  of  the  department, 
w^hose  father  was  A.  A.  Brill  who  translated  Freud  into  English, 
decided  to  test  his  own  work.  He  conducted  a  well-controlled  study 
with  patients  who  were  divided  into  groups  at  the  university's  out- 
patient clinic. 

One  group  w^as  given  sugar  pills,  plain  placebos  with  no  medical 
value  whatsoever.  Another  were  given  minor  tranquilizers,  such  as 
libriura,  which  liave  no  real,  strong  lasting  effect  in  treating  mental 
disorders.  A  third  orroup  was  given  the  normal  psychotherapy.  A 
fourth  group  was  told  there  w^as  no  one  available  and  they  had  to  wait 
for  treatm.ent. 

The  -patients  were  evaluated  by  a  psychiatrist  beforehand  and  after- 
ward. Dr.  Brill  reported  his  findings  in  the  "Archives  of  General 
Psychiatry" — and  I  have  interviewed  him  several  times  since.  He 
reported  that  all  four  groups  improved  equally  well.  Sugar  pills  did 
as  well  as  so-called  psychotherapeutic  treatment. 

Dr.  Louis  Gottschalk,  at  the  University  of  California,  at  Irvine, 
who  runs  the  Crisis  Intervention  Center,  asked  himself:  "What  if  I 
do  not  ,odve  the  people  who  come  to  crisis  intervention  anv  treatment  ? 

He  decided  to  have  them  wait,  instead.  He  gave  another  group  6 
weeks  of  treatment  and  followed  them  up  before  and  after.  He  re- 
porte  1  back  to  his  profession  that  time  itself — 6  wrecks  of  doing  abso- 
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lutely  nothing  medically,  did  as  well  as  the  G  weeks  of  treatment  at 
the  University's  Crisis  Intervention  Center. 

This  has  been  repeated  at  the  Kaiser  Foundation  Hospital  in  Oak- 
land, at  Johns  Hopkins  in  Baltimore,  and  at  various  other  places. 
These  studies  indicate  that  waiting  lists  do  as  well  as  psychotherapy 
in  the  treatment  of  patients. 

Dr.  Lester  Luborsky,  at  the  University  of  Pennsylvania,  has  studied 
all  the  studies.  He  has  spent  years  doing  this,  and  he  is  one  of  the  most 
renowned  researchers  in  America.  He  took  166  of  the  profession's 
studies  and  he  found  the  following : 

That  if  you  are  quite  intelligent  and  are  educated,  that  psychother- 
apy does  better  than  if  you  are  not. 

That  if  your  social  class  is  higher,  it  does  better.  And  if  your  social 
class  is  closely  related  to  that  of  the  therapist,  it  does  better. 

That  psychotherapy  does  well  only  if  you  are  not  very  ill.  If  you  are 
very  ill,  it  does  very  little. 

This  is  not  a  medical  or  scientific  treatment.  It  diverts  the  energies 
of  the  profession,  which  is  most  important,  from  the  treatment  of  the 
mentally  ill.  The  money  in  the  profession  is  to  be  made  in  the  private 
offices  taking  care  of  the  so-called  neurotics — who  are  often  not  really 
neurotics.  Meanwhile,  the  mentally  ill  who  have  no  m.oney  to  pay  for 
doctors  get  the  most  miserable  psychiatric  treatm^ent  in  the  world. 

There  is  no  civilized  country  in  the  world  that  does  as  poorly  in  treat- 
ing its  mentally  ill  as  does  the  United  States. 

Xow,  does  anyone  need  training  to  do  psychotherapy?  It  is  not  a 
medical  technique.  It  is  a  professional  technique  ? 

This  is  a  very  trying  question  which  came  to  the  attention  of  Dr. 
Hans  Strupp  at  Vanderbilt  University  in  Nashville.  Dr.  Strupp 
is  a  research  psychologist — who,  by  the  way,  believes  somewhat  in 
psychotherapy.  I  must  say,  in  behalf  of  the  profession,  that  even 
those  who  are  cultists,  faith  healers,  witchcraft  believers,  still,  as 
ph^^sicians  and  Ph.  D.'s,  do  some  scientific  research.  They  have  re- 
]3orted  in  their  journals,  have  told  it  to  me,  and  I  have  put  in  my 
book.  I  have  brought  it  to  the  attention  of  the  public  and  I  will  bring 
it,  I  hope,  to  the  attention  of  the  U.S.  Government. 

In  this  study,  Dr.  Strupp  went  to  the  medical  schools  and  asked 
for  their  five  best  therapists.  They  gave  him  three  M.D.  psychiatrists 
and  two  Ph.  D.'s — the  best  men  in  Nashville.  Tenn..  according  to  the 
university.  They  took  15  patients  in  the  outpatient  clinic  and  gave 
these  patients  to  the  doctors  to  treat.  With  psychotherapy,  that  is, 
without  medication. 

They  then  went  to  the  students  at  the  undergraduate  school  at 
Vanderbilt  and  asked  for  the  teachers  the7/  liked :  professors  in  Eng- 
lish, histor}^,  mathematics,  economics,  philosophy.  They  named  seven 
teachers. 

They  took  15  equally  matched  patients  from  the  outpatient  clinic 
and  gave  them  to  the  teachers  and  said,  just  do  what  you  can  for  these 
kids.  The  medical  school  evaluated  the  patients  beforehand  and 
afterward  and  reported  back  in  an  unpublished  study,  which  Dr. 
Strupp  has  given  to  me.  He  is  possibly  now  sorry  that  he  gave  it  to 
me.  The  college  liberal  arts  and  science  professors,  according  to  the 
psychiatrists,  did  as  well  as  the  professional  therapists.  The  reason 
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is  because  psychotherapy  is  not  a  specific  technique.  It  is  a  con- 
versation between  two  persons  which  can  help  the  person,  as  all 
conversations  and  human  relations  can,  or  it  can  do  nothing  for  the 
patient,  or  it  can  harm  the  patient. 

Dr.  Strupp  has  also  queried  150  of  his  colleagues  and  has  reported 
back  that  1  in  10  patients  are  actually  harmed  by  psychotherapy. 

Some  members  of  the  profession  are  becoming  aware  that  they  have 
been  involved  in  the  greatest  intellectual  hoax  of  the  20th  century. 
The  American  Psychiatric  Association  has  appointed  a  committee 
to  revise  the  present  diagnostic  manual — the  present  DSM-2,  or 
diagnostic  and  statistical  manual.  The  American  Psychiatric  Associa- 
tion's present  manual  is  replete  with  Freudian  cultist  definitions  of 
mental  illness.  The  new  manual,  a  draft  of  which  was  given  to  me, 
revises  all  of  this. 

Senator  Talmadge.  I  am  sorry  to  call  time  on  you,  but  

Mr.  Gross.  All  right.  Just  very  quickly,  my  last  sentence  is  that 
the  diagnostic  manual  is  being  revised.  The  word  "neurosis"  has 
been  exorcised  from  the  new  manual  and  replaced  by  "anxiety."  All 
psychological  definitions  of  mental  disorders  have  been  removed. 

Gentlemen,  we  face  the  need  for  the  U.S.  Government,  through 
medicare,  through  medicaid,  through  the  coming  national  health  in- 
surance, to  diveit  the  energies  of  the  psychiatric  profession,  from  the 
economic  gain  in  private  practice  through  the  use  of  a  cultist  tech- 
nique called  psychotherapy  into  research  into  pharmacology,  into 
the  treatment  of  the  mentally  ill.  We  must  take  them  out  of  the 
offices  of  Park  Avenue  and  bring  them  into  the  mental  hospital  to 
care  for  the  seriously  mentally  ill,  because  this  is  the  shame  of  our 
Kation. 

Thank  you. 

Senator  Talmadge.  Mr.  Gross,  I  understand  that,  in  your  book, 
you  describe  parents  as  being  falsely  accused  of  causing  their  chil- 
dren's emotional  problems.  Will  you  tell  us  why  that  is  so? 

Mr.  Gross.  Through  people  like  Dr.  Spock  and  the  Freudian 
establishment,  parents  for  the  last  40  years — and  only  in  America — 
have  had  the  onus  of  being  blamed  for  causing  everything  from 
schizophrenia  to  nail  biting  to  hyperactivity.  The  reality  is  that  par- 
ents have  very  little  to  do  with  the  emotional  behavior  of  the  chil- 
dren. They  have  a  lot  to  do  with  their  politics  and  their  table  man- 
ners, but  very  little  to  do  with  their  emotional  balance,  except  through 
the  passing  on  of  their  genes. 

Dr.  Stella  Chess  of  New  York  University  in  the  1950's  said,  "I  want 
to  watch  children  to  see  how  they  grow  up."  Her  colleagues  at  New 
York  University  said,  in  effect,  "Freud  has  already  told  us  about  the 
cause  of  mental  illness  and  emotional  disturbance." 

And  she  said,  "Well,  I'll  watch  anyway."  And  she  has  watched 
for  22  years.  She  has  written  two  books.  I  have  reported  them  in  my 
book.  I  have  interviewed  Dr.  Chess  at  great  length.  I  have  reported 
my  findings  back  to  her  for  her  approval,  and  she  recently  sent  me  a 
letter  of  commendation.  Wliat  Dr.  Chess  stated  in  her  books  is  now 
changing  the  world  of  child  care.  She  learned  that  the  child's  natural 
temperament  at  birth,  which  she  observed  from  the  crib  on — ^whether 
shy,  jiggressive,  or  whatever — is  generally  a  reality  of  birth.  The 
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parent  reacts  witli  the  child  only  by  understanding  the  child's  biol- 
ogy and  using  it,  or  trying  to  shape  it  somewhat. 

The  concept  that  the  parent  is  to  blame  for  the  child's  mental  illness 
is  a  serious  crime  of  the  psychiatric  profession. 

James  Wechsler,  editorial  page  editor  of  the  Post,  wrote  a  book 
about  his  schizophrenic  son  who  committed  suicide.  He  was  insulated 
by  every  psychiatrist — I  believe  there  were  eight  of  them — that  he 
and  his  wife  were  to  blame  for  the  child's  schizophrenia.  We  now 
know,  as  the  result  of  some  research  by  Dr.  Kety  and  others,  that 
schizophrenia  is  basically  an  inborn  disease. 

Dr.  Loretta  Bender,  who  was  once  a  Freudian  and  the  head  of 
child  psychiatry  at  New  York  University,  and  whom  I  interviewed 
has  now  come  complete  circle.  She  sees  that  childhood  schizophrenia 
is  a  genetic  and  biological  in  basis,  possibly  the  result  of  intrauterine 
damage  during  pregnancy,  or  injury  during  the  act  of  birth  itself, 
among  other  causes. 

We  have  been  faced  in  America,  and  in  America  only,  with  a 
psj^chiatric  establishment  that  blames  parents,  that  blames  the  en- 
vironment, then  poorly  treats  the  patients.  This  is  because  it  is  heavily 
involved  in  Freudian  witchcraft. 

Senator  Talmadge.  Now,  how  does  psychotherapy  relate  to  faith 
healing  ? 

Mr.  Gross.  Dr.  Raymond  Prince  of  McGill  University  in  Canada 
spent  time  with  the  Yoruba  witch  doctors  in  Nigeria  and  reported 
back  that  they  are  as  effective  in  the  treatment  of  minor  mental  ill- 
ness as  American  psychiatrists.  They,  too,  do  psychotherapy,  and 
psychotherapy  is  a  belief  system.  If  you  tell  a  person  through  10 
years  of  psychoanalysis  that  their  parents  caused  their  ailment.  If 
you  trace  their  infantile  complexes  and  get  them  to  believe  in  this 
system,  it  gives  the  patient  a  structure  on  which  to  place  their  anxiety. 

The  Yoruba  witch  doctor  may  say  that  a  great  aunt's  spirit  is  defy- 
ing them.  The  Navajo  shaman  may  say  that  the  child's  spirit  has  not 
yet  ascended  to  the  heavens. 

Faith  healing  and  American  psychotherapy  are  the  sam.e  practice, 
in  that  if  the  patient  believes  and  is  not  really  sick  he  may  get  well. 
Studies  show  that  if  a  person  who  believes  in  Freud  goes  to  a  J ungian, 
he  does  not  get  better.  If  he  believes  in  behaviorism  and  goes  to  a 
Freudian,  he  does  not  get  better.  You  must  believe  in  the  theorem. 

Dr.  Luborsk}^  showed  that  all  treatments,  no  matter  how  contradic- 
tory, do  as  well.  The  reason  is  that  two  out  of  three  patients  get 
better  in  psychotherapy  or  without  psychotherapy  because  they  are 
going  to  get  better  through  time  itself. 

The  seriously  mentally  ill  do  not  get  better  in  psychotherapy  or 
vvithout  psychotherapy.  The  seriously  mentally  ill  only  get  better 
through  medication:  antidepressants  and  antischizophrenic  drugs. 

Let  me  give  you  an  example  of  the  shame  of  American  psychiatry. 
A  drug  called  beta-endorphin  has  been  discovered  by  C.  H.  Lei,  a 
brilliant  scientist  at  the  University  of  California  in  San  Francisco. 
One  of  the  psychiatric  institutes  in  America  tried  to  get  this  drug  for 
a  controlled  experiment,  but  Lei  does  not  have  the  money:  it  costs 
$3,000  a  dose.  The  drug  companies  will  not  make  it.  The  U.S.  Govern- 
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ment  does  not  subsidize  drug  research  sufficiently,  and  so  such  con- 
trolled studies  cannot  be  done. 

The  work  done  by  Dr.  Nathan  Klein  in  Manhattan,  in  his  own 
private  practice  (he  is  a  two-time  winner  of  the  Lasker  awards)  in- 
dicates that  beta-endorphin,  which  comes  from  our  own  pituitary, 
may  be  one  of  the  great  breakthroughs  in  the  treatment  of  schizo- 
phrenia, psychotic  depression,  phobias,  and  obsessions.  But  we  cannot 
do  the  proper  research  into  it  because  we  do  not  have  the  money, 
and  because  most  of  the  energies  of  the  profession  are  divided  to  the 
so-called  neurotic  well  who  have  $60  an  hour  to  pay  for  these  doctors. 

Senator  Talmadge.  Mr.  Gross,  how  is  neurosis  and  neurotic 
behavior  defined  ? 

Mr.  Gross.  Well,  it  has  been  defined  by  American  psychiatry.  But 
next  year  it  is  being  thrown  out  after  40  years.  It  is  supposedly  a 
conflict  between  the  infantile  id  and  ego  and  superego  which  results 
in  a  symptom  compromise  such  as  a  twitch  or  not  feeling  well  or 
an  inability  to  work.  This  is,  of  course,  absolute  and  total  nonsense. 

It  is  blamed,  by  many  psychiatrists,  on  infantile  sexuality.  Dr.  Paul 
Chodofi',  a  brilliant,  Washington,  D.C.  psychiatrist  who  is  also  a  child 
psychoanalyst  has  stated  to  m.e  that  this  is  pure  nonsense.  There  is  no 
such  thing  as  infantile  sexuality.  This  was  an  invention  of  a  distorted, 
near-psychotic  named  Sigmund  Freud  whose  ideas  are  honored  only 
in  the  United  States. 

Sigmund  Freud  once  said  in  letters  to  Wilhelm  Fliess  that  neurosis 
is  caused  by  the  sexual  seduction  of  children,  by  nursemaids,  parents, 
relatives  at  an  early  age.  Then  he  wrote  to  this  same  friend  that  he 
was  wrong.  "My  patients  lied  to  me,  or  perhaps  I  put  the  idea  into  their 
heads,"  Freud  said. 

Then  later,  he  said,  "Ah,  but  if  they  thought  they  were  seduced,  they 
had  the  fantasy  of  seduction,  which  is  as  important  as  the  real  seduc- 
tion." From  this  he  invented  the  theory  of  infantile  sexuality,  which 
has  distorted  American  psychiatry  beyond  belief. 

We  are  laughed  at  in  England  and  Germany ;  in  Switzerland  and 
Sweden ;  in  Holland,  in  Eussia — in  every  nation  in  the  world.  We  are 
laughed  at  because  of  our  concentration  on  psychotherapy  and  Freud- 
ian psychology,  which  has  distorted  the  profession  and  has  given  eco- 
nomic gain  to  psychiatrists.  They  have  these  ridiculous  theories  to 
practice  on  the  well  while  our  mentally  ill  live  in  snakepits. 

Senator  Talmadge,  Mr.  Gross,  in  the  interests  of  time,  I  am  going  to 
have  to  ask  you  to  make  your  answers  as  brief  as  possible. 

Mr.  Gross.  I  shall  try. 

Senator  Talmadge.  You  also  claim  that  millions  of  Americans  have 
been  falsely  labeled  and  self -incriminated  as  neurotic,  ^^^lat  do  you 
mean  by  that  ? 

Mr.  Gross.  The  normal  anxieties  and  vicissitudes  of  life — a  death  in 
the  family,  a  loss  of  a  job,  the  feeling  of  inadequacy — are  faced  by 
people  in  iN'igeria  or  in  Iceland  or  elsewhere.  But  in  America,  it  is 
cause  for  a  person  to  consider  himself  neurotic.  Wlien  he  is  nervous, 
or  anxious,  he  froes  to  a  physciatrist  for  treatment. 

Anxiety  and  nervousness,  are  the  uormal  lot  of  man.  We  are  a  nerv- 
ous animal,  and  we  are  anxious.  You  see  a  great  deal  of  anxiety  in 
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Washington,  D.C.  This  is  not  neurosis.  That  is  the  normal  lot  of  the 
intelligent  individual. 

But  in  America,  the  psychiatric  profession  says  that  if  you  are 
anxious  and  nervous,  there  is  sometliing  wrong  with  your  mental 
health.  You  should  go  to  a  doctor. 

Seven  million  people  a  year  run  to  the  doctor  for  such  treatment. 
This  is  pure  stupidity.  Most  of  them  get  better  in  psychotherapy.  But, 
of  course,  most  of  them  also  get  better  if  they  go  on  the  waiting  list. 
The  reason  is  that  there  is  nothing  wrong  with  them  whatsoever. 

I  had  several  workers  in  my  office  in  psychotherapy.  They  are  mak- 
ing $15,000  and  $20,000  a  year,  and  are  functioning  beautifully.  They 
are  perfectly  normal,  but  consider  themselves  "neurotic."  Neurosis  is 
a  metaphysical  fantasy  invented  by  Sigmund  Freud  which  the  profes- 
sion hopefully  will  eliminate  in  their  new  diagnostic  manual  in  1979. 

Senator  Talmadge.  You  claim  that  schools  and  courts  rely  on  mis- 
leading psychological  and  psychiatric  evidence. 

Mr.  Gross.  The  courts  in  America  are  a  center  of  foolishness.  A  man 
shoots  someone  in  cold  blood  and  swears  on  a  Bible  that  he  shot  the 
man  in  cold  blood.  The  defense  brings  in  three  psychiatrists  who  say : 
He  was  temporarily  insane:  he  has  psychomotor  epilepsy;  he  is 
schizophrenic,  et  cetera;  he  did  not  know  what  he  was  doing  at  the 
time.  He  was  out  of  his  mind,  and  therefore  he  is  not  responsible  for  the 
crime. 

When  Sirhan  Sirhan  assassinated  Robert  Kennedy,  the  defense 
brought  in  a  battery  of  witnesses  saying  that  Sirhan  was  insane  and  the 
prosecution  brought  in  a  battery  of  witnesses  saying  he  was  sane.  This 
was  testimony  from  the  same  profession  on  the  same  patient.  Half  say 
he  is  sane ;  half  say  he  is  insane.  They  found  that  the  psychiatrist  for 
the  defense  was  cribbing  his  testimony  on  Sirhan  Sirhan,  almost  word 
for  word,  from  a  textbook  on  the  Mad  Bomber  case  in  New  York. 

The  reality  is  that  the  metaphj^sical  state  of  the  patient  when  he 
has  shot  somebody  is  of  no  importance  to  intelligent  people  interested 
in  jurisprudence. 

If  the  person  is  mentally  ill  at  the  time  of  the  trial,  the  person  should 
then  be  placed  in  a  hospital  for  the  criminally  insane  and  treated  for 
his  mental  illness.  At  such  time  as  he  is  cured,  he  should  then  go  on 
trial  for  the  murder. 

The  m.etaphysical  state  of  the  person  is  of  no  importance  in  the  ques- 
tion of  crime. 

Senator  Talmadge.  ^Vhat  were  your  findings  with  respect  to  the 
validity  and  acceptance  of  the  Freudian  theory  ? 

Mr.  Gross.  Before  I  answer  that,  just  one  brief  comment  in  regard  to 
the  schools.  We  have  7,000  school  psychologists  and  60,000  guidance 
counselors  who  think  they  are  psychologists  who  test  and  treat  children 
with  psychotherapy,  which  they  call  counseling.  They  give  them 
psychological  tests  seemingly  every  time  a  child  gets  a  D  and  has  ex- 
hibited bad  conduct. 

The  failure  is  in  the  curriculimi,  the  failure  is  in  the  parent,  the  fail- 
ure is  in  the  school,  the  failure  is  in  everything  except  in  psychology. 
Yet  psychology  is  the  remedy  for  all  the  failings  of  the  society  and  the 
civilization. 
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The  schools  are  not  the  place  in  which  to  center  psychology.  As  a 
matter  of  fact,  the  school  psychologists  in  most  States  need  not  be 
licensed  psychologists  in  order  to  practice  on  our  children. 

Now,  to  get  to  the  Freudian  theory.  The  Freudian  theory  is  totally 
and  absolutely  unsubstantiated.  Every  attempt  to  substantiate  it  has 
failed.  Every  attempt  to  show  that  it  is  false  succeeds. 

The  Freudian  theory,  for  example,  states  that  people  forget  their 
dreams  because  they  repress  them.  Dr.  Alan  Rechtshaffen  of  the  Uni- 
versity of  Chicago,  showed  instead  that  when  you  wake  people  up, 
almost  all  remember  their  dreams.  But  most  forget  them  5  minutes 
later,  because  there  is  no  long-term  memory  chemical  in  the  brain  to 
hold  those  dreams. 

The  Freudians  said  that  penile  erections  in  children  were  a  sign  of 
infantile  sexuality.  But  Dr.  Halverson  found  that  it  was  the  result 
of  abdominal  pressure.  The  minute  the  child  urinated,  the  erection 
went  down. 

The  Freudian  theory  has  had  no  substantiation  whatsoever.  They 
have  gained  control  of  American  psychiatry  as  the  unfortunate  result 
of  the  World  War  II  training  by  Freudians.  As  a  result,  we  are  laughed 
at  in  the  rest  of  the  world. 

Senator  Talmadge.  Senator  Long  ? 

Senator  Long.  I  read  this  book  by  Norman  Vincent  Peale  some  years 
ago,  "The  Power  of  Positive  Thinkin^r."  and  it  seemed  to  me  that  that 
can  be  useful  to  people  who  have  anxieties  and  problems  where  they 
tend  to  be  negative  in  their  point  of  view,  and  I  would  think  that  apply- 
ing just  the  principles  that  that  preacher  advocated  in  that  book  would 
be  helpful  to  people. 

Now,  particularly  with  regard  to  anxiety,  what  is  your  reaction  to 
that  type  of  thing  ?  I  guess  you  ioiow  what  I  am  talking  about. 

Mr.  Gross.  I  do  completelv,  Senator. 

Everyone  needs  some  method  of  alleviating  anxiety  in  life.  "We  used 
to  have  a  Judeo-Christian  ethic,  church,  synagogue,  belief  in  God.  That 
was  a  veiy  strong  support  and  it  made  it  possible  for  people  to  reduce 
their  anxiety  because  of  their  belief  in  God. 

As  the  belief  in  the  divinity  of  Jesus  and  the  supremacy  of  the 
Patriarch  in  Heaven  diminishes,  people  turn  to  other  sources.  Some  go 
out  for  tennis,  some  are  born-again  Christians,  others  go  bowling, 
other  go  to  Alcoholics  Anonymous — which,  by  the  way,  does  a  far  su- 
perior job  to  the  psychiatric  profession  in  the  cure  of  alcoholism. 
Others  go  to  psj^chotherapists. 

I  have  nothing  against  a  perfectly  normal  person  who  has  anxieties 
going  to  a  psychotherapist  and  paying  his  money  to  replace  the  belief 
in  God  that  he  once  had.  But  to  call  it  a  medical  technique  is  shameful. 

I  think  everyone  should  think  positively.  Everyone  must  find  a  way 
to  reduce  anxiety.  We  live  in  a  complicated  society.  We  ha.ve  very  high 
taxes,  and  those  high  taxes  make  us  anxious,  and  we  have  to  find  a  way 
to  reduce  it.  Until  such  time  as  taxes  are  leduced,  until  such  ti2^:ie  as 
public  transportation  is  better,  gasoline  is  cheaper,  wives  are  more 
agreeable,  we  need  some  method. 

If  a  person  wants  to  go  to  psychotherapy^  that  is  his  privilege.  But  it 
has  no  place  whatsoever  in  medicine — except  as  tender  loving  care 
along  with  the  use  of  medication.  If  a  psychiatrist  is  pleasant  and 
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friendly  and  will  talk  to  the  patient  tenderly  and  nicely,  there  is  noth- 
ing wrong  with  that. 

Senator  Loxg.  There  is  another  book  that  I  had  in  mind,  also  written 
by  a  preacher,  named  "Forgive  Us  our  Trespasses."  It  was  the  same 
man  who  w^rote  the  book,  "Magnificient  Obsession." 

Now,  I  would  think  that  if  one  tended  to  be  paranoid,  to  read  that 
book  would  be  a  tremendous  help  to  him,  help  him  to  understand  that 
people  who  do  injustices  to  others  do  not  really  do  it  because  they  want 
to  hurt  the  other  pcrsooi,  they  do  it  just  out  of  selfishness  or  weakness 
of  their  own  character,  and  that  those  people  should  be  forgiven,  rather 
than  hated. 

One  who  feels  he  has  been  done  a  grave  injustice  might  be  inclined  to 
either  murder  someone  or  commit  mayhem  where  he  should  feel  sorry 
for  a  person  who  knows  no  better  than  to  do  that  kind  of  unfair  and 
unkind  thing  to  his  fellow  man. 

Now,  what  is  your  reaction  to  that  I  It  seems  to  me  as  though  that  is 
good  psychology,  and  again,  that  is  related  to  religious  teachings. 

Mr.  Gross.  Self-indulgence  and  poor  character  are  becoming  the 
hallmark  oif  American  society,  and  psychiatrists  rush  in  and  exploit 
that  for  gain. 

If  we  were  to  become  a  people  who  were  once  again  self-reliant,  we 
could  divide  mental  health  and  mental  illness  into  simple  categories, 
perhaps  three. 

One,  those  who  are  simply  and  clearly  mentally  ill :  the  manics,  the 
depressives,  the  manic-depressives,  the  schizophrenics,  those  who  have 
schizoaffective  combinations. 

The  second  would  be  a  borderline  group  which  appears  to  be  biologi- 
cally related  to  these  groups.  Those  are  people  with  extreme  anxiety 
who  cannot  function ;  those  who  have  obsessive-compulsive  disorders, 
like  washing  their  hands  all  day  long;  and  those  with  phobias  who 
cannot  stand  heights  or  ride  on  buses  or  stay  in  closed  places. 

Once  we  get  through  those  major  categories,  the  rest  of  us  are  quite 
sane,  quite  normal,  and  quite  nervous.  This  is  not  a  call  for  psychiatry. 
This  is  a  call  for  finer  character,  for  social  structure,  for  lack  of  self- 
indulgence,  for  strength  and  for  a  better  culture. 

The  problem  is  that  the  psychiatric  profession  has  convinced  people 
that  nervousness  and  anxiety  and  self-indulgence  and  selfishness  are  all 
part  of  the  "mental  illness"  syndrome.  This  has  thrown  millions  of  pa- 
tients into  doctors'  offices  for  psychotherapy.  This  is  a  shameful  situa- 
tion which  has  done  great  harm  to  this  Nation. 

As  I  sa}^,  it  does  not  take  place  elsewhere  in  any  quantity.  People  in 
Holland  do  not  run  to  the  psj^chotherapist  when  they  have  a  divorce, 
or  someone  dies.  They  turn  to  themselves,  to  their  friends,  to  their 
clergymen  and  to  society  for  sustenance. 

In  America,  we  run  to  the  psychiatrist.  We  so  confuse  the  situation 
that  those  who  are  truly  mentally  ill  cannot  get  the  services  of  these 
psychiatrists  because  they  are  making  their  money  taking  care  of 
the  self-indulgent  well.  The  Government  can  help  by  putting  more 
money  into  biological  research  for  the  mentally  ill,  by  better  support- 
ing mental  institutions  in  the  States,  the  counties,  and  the  YA  and 
Federal  Government,  and  by  bringing  in  the  board-certified  psy- 
chiatrist into  the  hospital,  even  if  you  have  to  pay  liim  $75,000  or 
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$100,000  to  ^YO^k  full  time  in  that  office.  Then  he  will  do  what  all  other 
doctors  do — make  his  money  off  the  sick.  The  psychiatrist  now  makes 
it  off  the  well.  As  a  result,  the  sick  are  not  being  taken  care  of. 

The  Government,  I  think,  is  the  only  agency  that  can  turn  this 
around.  It  can  be  done  by  giving  proper  support  to  the  mental  insti- 
tutions and  making  them  the  true  center  for  psychiatric  treatment. 

Senator  Long.  I  would  just  like  to  ask  one  more  question. 

It  has  been  quite  a  few  years  ago  that  a  book,  which  was  at  that  time 
a  bestseller,  was  written  by  a  man  who  had  been  a  very  successful 
novelist.  He  had  been  a  doctor  before  he  wrote  the  book.  The  name 
of  the  book  is  "The  Citadel." 

Have  you  ever  read  that  book,  or  heard  of  it  ? 

Mr.  Gross.  I  have  not  read  it,  but  I  have  heard  of  it.  Mr.  Cronin^ 
no? 

Senator  Long.  Yes. 

I  would  commend  it  to  you.  You  might  have  a  little  difficulty  find- 
ing it,  but  it  was  a  bestseller  and  when  the  American  Medical  Asso- 
ciation appeared  before  us  some  years  ago,  I  asked  the  witnesses  if 
they  had  read  that  book,  and  they  said  no,  they  were  not  familiar 
with  it. 

But  it  seemed  to  me  that  in  that  book  you  had  very — and  mind  you, 
the  book  was  at  least  20  years  old — ^^and  in  that  book  you  had  the  very 
indictments  of  the  medical  profession  stated  20  years  ago  by  a  doctor, 
which  was  a  best  seller  across  the  land — and  that  is  basicalb/  indict- 
ments against  which  the  medical  profession  is  guilty  even  today. 

Just  one  simple  little  thing  that  I  have  had  on  my  mind  since  I 
read  that  book.  A  so-called  society  doctor,  just  butchering  that  poor 
patient  to  death,  right  there  on  the  operating  table,  wlien  he  was 
purely  incompetent,  clearly  incompetent,  to  operate  on  that  person. 

Here  we  are  today  paying,  in  some  cases  paying  a  general  practi- 
tioner even  more  than  you  would  pay  a  surgeon,  and  nobody  ever  asks 
the  qualifications  of  somebody  to  cut  someone  open  with  major  sur- 
gery, whether  he  had  performed  that  operation  before,  or  performed 
anything  similar,  when  you  have  another  doctor  right  nearby  who 
could  have  performed  that  operation  and  the  patient  would  have 
survived. 

I  know  of  cases,  some  of  which  were  close  to  me,  where — at  least 
one  of  which  was  verv  close  to  me — where  a  patient  died  because  one 
doctor  operated  and  there  was  another  standing  right  there  w^ho  could 
perform  that  operation  successfullv. 

Mr.  Gross.  I  wrote  a  book  called  "The  Doctors,"  in  1966  which  the 
American  Medical  Association  attacked.  In  the  last  12  years,  vir- 
tually every  action  of  the  medical  profession  has  substantiated  all  of 
my  charges,  including  what  you  are  talking  about. 

The  medical  profession  is  venfil,  in  economic  terms.  They  are  ex- 
cessively rich.  They  are  greedy.  They  do  not  provide  proper  services. 
It  is  a  conspiracy  profession. 

I  wrote  in  my  book  that  I  was  against  socialized  medicine  because 
I  am  an  antisocialist.  Yet  in  this  one  area,  I  have  virtually  begun  to 
turn  around,  because  they  have  abused  medicaid  and  medicare.  You 
can  readilv  see  the  cheats  in  the  profession.  They  have  fundamentally 
abused  the  practice  of  medicine. 
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Senator  Loxg.  Well.  I  am  going  to  nrge  you  to  please  reconsider 
your  situation  with  regard  to  your  profession.  I  am  a  lawyer,  and  I 
am  not  sure  Ave  are  a  bit  better. 

The  only  difference  between  the  two  professions  that  I  can  see  is 
that  the  doctors  have  the  privilege  of  burying  their  mistakes. 

Mr.  Gross.  The  other  thin^,  of  course,  is  that  we  can  sometimes  avoid 
lawyers  and  we  cannot  avoid  the  doctor. 

Senator  Long.  Thank  you. 

Senator  Talmadge.  Senator  Matsunaga  ? 

Senator  Matsunaga.  Thank  you,  Mr.  Chairman. 

Are  you  a  doctor  of  medicine  ? 

Mr.  Gross.  No.  I  am  not.  As  a  young  m.an,  I  took  special  science  train- 
ing in  high  school  and  then  I  studied  to  be  a  scientist,  but  later 
switched  to  journalism,  and  I  have  been  a  journalist  all  my  life. 

Senator  Matsunaga.  Are  you  a  psychologist '? 

Mr.  Gross.  I  am  not  a  psychologist  or  a  psychiatrist,  but  I  do  my 
homework. 

Senator  Matsunaga.  When  I  was  in  high  school,  my  English 
teacher,  Mrs.  Isabelle  Andersen — I  remember  her  so  well  l^ecause  she 
was  such  a  powerful  character — used  to  say,  "We  are  all  insane.  We 
institutionalize  only  those  who  are  more  insane  than  others." 

It  seems,  from  what  you  say  here,  that  perhaps  even  those  who 
render  psychotherapy  are  even  more  insane  than  those  whom  they 
treat. 

Mr.  Gross.  The  psychotherapist  

Senator  Matsunaga.  I  cannot  quite  understand  the  conclusions  you 
reach,  because  I  cannot  understand  the  basis  of  such  conclusions.  For 
example,  you  talked  of  four  cases  wherein  one  was  given  psycho- 
therapy and  that  patient  fared  the  worst. 

Well,  you  speak  of  mental  illnesses  in  that  case.  What  about  treat- 
ing physical  illnesses?  Woukl  you  consider,  for  example,  tonsilitis  a 
physical  illness  ?  I  suppose  you  would. 

Mr.  Gross.  Well,  a  tonsillectomy  

Senator  Matsunaga.  ISTo,  I'm  talkino-  about  tonsilitis,  the  illness. 

Mr.  Gross.  Well,  the  illness  of  tonsilitis  almost  never  exists  now, 
because  tonsillectomies  are  an  operation  performed  for  a  nonexistent 
illness.  The  tonsil  was  given  to  us  to  

Senator  Matsunaga.  Well,  let  us  take  the  case  of  a  cold.  Would  you 
consider  that  to  be  a  physical  illness  ? 

Mr.  Gross.  I  suppose  a  cold  is  a  very  minor  physical  illness;  yes. 

Senator  Matsunaga.  All  right. 

Supposing  there  are  four  persons  with  similar  colds,  let  us  say.  One 
is  given  sugar  pills;  one  is  given  aspirin;  one  is  given  an  antihista- 
mine ;  and  one  is  given  penicillin. 

Mr.  Gross.  They  all  get  better. 

Senator  Matsunaga.  They  all  get  better. 

Mr.  Gross.  Unless  they  get  pneumonia. 

Senator  Matsunaga.  You  say  they  all  get  better.  Supposing  the 
fourth  one  was  jjiven  penicillin  and  he  was  allergic  to  penicillin  and 
he  fared  worse.  Would  you  then  conclude  that  penicillin  was  the  woi^t 
of  all  the  treatments  for  the  common  cold  ? 
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Mr.  Gross.  No,  no.  Penicillin  is  never  considered  the  proper  treat- 
ment for  the  common  cold.  Psychotherapy  is  considered  the  proper 
treatment  for  emotional  disturbance. 

Since  penicillin  is  not  considered  the  treatment,  it  should  not  suc- 
ceed, and  does  not. 

Psychotherapy  is  considered  the  treatment  and  does  not  succeed, 
so  the  parallel  there.  Senator,  is  false. 

Senator  Matsunaga.  I  think  you  missed  the  point  I  am  driving  at. 
The  point  is,  when  you  take  any  four  patients,  assumedly  with  the 
same  type  of  illness,  physically  or  mentally,  you  must  consider  the 
fact,  the  truth,  that  no  four  persons  react  in  exactly  the  same  manner 
to  the  same  treatment. 

Mr.  Gross.  Sir,  these  are  not  

Senator  Matsunaga.  Not  only  to  the  same  treatm^ent,  but  because 
each  individual  is  unique,  they  will  have  varying  sensitivities  toward 
a  specific  illness.  Let  me  give  you  an  example  of  this  to  illustrate  my 
point.  I  have  five  children.  Same  parents,  same  environment.  But  they 
are  all  different. 

One  is  allergic  to  pollens,  another  is  allergic  to  shrimps,  and  another 
is  allergic  to  coal  dust.  So  the  treatment  for  each  child  if  they  suffer 
from  a  so-called  allergy,  would  be  different  and  each  one  would  react 
differently  to  the  treatment. 

Of  course,  you  are  very  forceful  and  very  persuasive,  but  we  are, 
today,  dealing  with  legislation  which  recognizes  that  perhaps  we  are 
making  a  mistake  in  not  taking  into  consideration  mental  illnesses  as 
much  as  we  do  physical  illnesses. 

Mr.  Gross.  Sir,  I  agree  with  you  that  mental  illness  is  ignored  and 
neglected  in  this  country.  Legislation  which  will  increase  the  cover- 
age for  true  mental  illness  and  the  Government  support  thereof,  I 
support  wholeheartedly. 

However,  psychotherapy,  done  by  a  psychiatrist,  psychologist,  so- 
cial worker,  bartender,  college  professor,  or  tennis  teacher,  is  not  an 
effective  scientific  technique  and  cannot,  with  good  conscience,  be  cov- 
ered by  anyone. 

Senator  Matsunaga.  Whatever  the  term  may  be  and  whatever 
treatment  you  may  describe,  are  you  saying  that  the  term  "psy- 
chotherapy" is  so  fixed  that  each  doctor  would  follow  exactly  the 
same  steps  in  rendering  psychotherapy  ? 

Mr.  Gross.  Oh,  no.  There  are  168,  at  last  count,  psychotherapies 
in  America,  none  of  which  agrees  with  any  of  the  others.  They  all 
have  contradictory  techniques.  They  all  work  equally  well,  because 
they  do  nothing. 

Senator  Matsunaga.  Do  you  consider  that  to  be  bad  ? 

Mr.  Gross.  No,  no.  Sir,  I  do  not  think  you  understand  my  premise, 
or  the  premise  of  the  researchers  in  this  field. 

Dr.  Luborsky,  in  studying  166  of  the  studies,  stated  the  first  re- 
sult: All  therapies  do  as  well.  The  reason  all  therapies  do  as  well 
is  because  people  who  are  not  mentally  ill  get  better.  You  get  better 
whether  you  go  bowling  or  you  take  psychotherapy. 

If  you  are  mentally  ill,  you  do  not  get  better  because  psychotherapy 
is  of  no  avail. 
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What  we  must  do,  I  think,  through  legislation,  is  supiDort  the 
treatment  of  tne  mentally  ill  in  several  ways.  iNo.  1  

Senator  Matsunaga.  Let  me  understand  you,  then.  You  are  not 
here  testifying  that  we  ought  not  to  concern  ourselves  with  mental 
illnesses  i 

GrROSS.  Quite  the  opposite.  The  mentally  ill  are  neglected  in 
America  

i^Senator  Jj^Litsuxaga.  I  was  fearful  that,  perhaps,  you  

Mr.  Gross.  No,  no ;  quite  the  opposite.  1  have  spent  a  great  deal  of 
time  visitmg  mental  mstitutions,  talking  to  patients  and  doctors. 
The  treatment  is  shameful,  the  stalfs  are  inadequate,  there  is  in- 
sutticient  money,  because  tiie  psychiatric  profession  has  done  a  shame- 
ful job  of  spending  its  energies  at  $50,  $60,  $70,  now  $80  and  $90 
an  hour  in  tlie  big  ciiies,  taking  care  of  the  "neurotic  well." 

Senator  ^^Iatsunaga.  Let  me  be  more  specihc.  With  reference  to 
the  legislation  before  us,  in  as  much  as  i  am  a  coauthor  and  co- 
sponsor  of  a  number  of  them,  are  you  opposed  to  the  inclusion  of 
psycliiatric  nurses,  psychologists,  and  paramedicals  who  are  trained 
in  the  diagnosis  and  treatment  of  mental  ilhiesses,  to  be  included 
withia  the  scope  of  medicare-medicaid  ? 

^Ir.  Gross,  in  an  institutional  setting  where  the  person  is  clearly 
mentally  ill,  any  support  given  to  the  patient,  I  support.  But  it  is 
antiscientihc,  antimeclical,  and  anticommonsense  to  pay  for  psycho- 
therapy in  the  oiiice  of  a  social  worker,  psychiatric  nurse,  or  a  psy- 
chologist because  he  cannot  perform  a  scientitic  or  medical  teclinique. 
He  has  no  training  or  equipment  to  do  so,  because  ail  he  can  do  is 
what  we  call  psycixotherapy,  which  research  has  indicated  does  not 
work. 

Therefore,  for  the  Government  to  support  the  activity  of  nurses, 
social  workers,  and  psychologists  in  private  settings,  not  institutional- 
ized patients,  would  be  absolutely  ridiculous,  except  in  those  cases 
where  the  person  was  ''mentally  ill,''  had  been  released  from  a  hos- 
pital, and  had  some  type  of  service  required  for  foilowup. 

But  the  private  practice  of  psychotherapy  is  an  antimedical,  an  anti- 
scientific,  an  antitruthful  activity,  and  tne  Govermnent  should  not 
support  it ;  no. 

Senator  Matsunaga.  Well,  I  am  afraid  that  the  answer  will  be  much 
too  long  if  I  ask  this  question. 

Mr.  Gross.  If  you  ask  the  question,  I  promise  a  short  answer. 
Senator  Matsunaga.  Tliis  will  be  my  last. 

What  you  just  stated  would  seem  to  contradict  your  earlier  state- 
ment that  medication  with  tender  loving  care  

Mr.  Gross.  A  psychologist  caimot  give  medication,  nor  can  a  social 
worker.  All  they  can  give  is  tender  loving  care. 

Senator  IVIatsunaga.  Eight,  right.  But  then  you  seem  to  stress  "ten- 
der, loving  care." 

Mr.  Gross.  Yes. 

Senator  Matsunaga.  This  is  what  is  necessary. 
Mr.  Gross.  I  believe  in  that,  sir. 

Senator  Matsunaga.  Well,  I  would  think  that  a  trained  psychiatric 
nurse,  or  social  worker,  would  be  better  able  to  give  tender,  loving  care 
to  the  patients. 
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Mr.  Gross.  The  people  wlio  go  to  a  social  worker,  by  definition,  could 
not  be  mentally  ill  because  a  social  worker  could  not  ^ve  medication, 
which  is  the  only  known  treatment  for  the  mentally  ill.  Therefore,  the 
people  who  would  go  to  a  clinical  psychologist  would  therefore,  by 
definition,  not  be  ill  and  therefore,  you  could  not  cover  them. 

A  psjrchologist  cannot  treat,  by  law,  by  training,  and  by  research 
practice,  a  mentally  ill  person.  Only  a  psychiatrist  can,  and  he  can 
only  treat  that  mentally  ill  person  with  medication. 

Psychotherapy  is  tender,  loving  care  which  can  be — of  course,  some 
psychotherapy  is  not  even  tender — tender,  loving  care  as  an  accom- 
paniment to  medication. 

No ;  I  would  not  be  in  favor  of  psychologists,  or  social  workers,  or 
nurses  receiving  reimbursement  for  private  practice  psychotherapy 
imder  the  law;  but  only  in  an  institutionalized  setting  where  the  pa- 
tient is  mentally  ill. 

Senator  Matsunaga.  Thank  you. 

Senator  Talmadge.  I  will  pass  over  the  next  witness  until  Senator 
Dole  arrives. 

[The  prepared  statement  of  Mr.  Gross  follows :] 

SUMMAKY  OF  ReMAEKS  BY  MARTIN  L.  GeOSS 

Mental  illness  is  one  of  America's  most  serious  healtli  prolems.  Almost  1  percent 
of  the  nation  suffers  from  schizophrenia  and  almost  2  percent  more,  according  to  a 
reliable  estimate  by  Dr.  George  Winokur,  suffer  from  some  form  of  affective 
disease  which  includes  severe  depression,  mania  and  manic  depressive  disorder. 

The  treatment  of  severe  psychiatric  disorders  in  America  is  shameful.  Our 
country,  state  and  federally  run  Veterans  Administration  facilities  for  the  men- 
tally ill  are  often  staffed  with  poorly  paid  and  often  inadequately  trained 
psychiatric  help.  A  personal  visit  to  the  psychiatric  ward  of  a  Veterans  Admini- 
stration hospital  in  New  Jersey,  for  example,  showed  that  much  of  the  staff  was 
composed  of  foreign  medical  personnel,  some  of  whom  had  difficulty  with  the 
language  and  some  of  whom  proved  to  be  insufficiently  trained  in  modern  psychi- 
atric pharmacology.  Similar  visits  to  state  institutions  show  this  to  be  a  typical 
pattern. 

A  distinguished  psychiatrist,  a  Clinical  Professor  of  Psychiatry  at  Mt.  Sinai 
School  of  Medicine  in  New  York,  sought  to  do  full-time  work  in  a  Veterans  Ad- 
ministration hospital,  but  was  offered  only  $42,500  a  year,  which  for  economic 
reasons  he  had  to  refuse. 

Studies  indicate  significant  amounts  of  misdiagnosis  of  the  mentally  ill  in 
the  institutions,  a  case  of  which  recently  came  to  my  personal  attention  and 
which  I  will  detail  during  my  testimony. 

Once  a  severely  ill  patient  is  discharged  from  a  mental  hospital,  or  has  not  yet 
been  hospitalized,  he  is  often  in  a  hospital  out-patient  clinic,  generally  staffed  by 
young  residents-in-training,  or  even  by  non-medical  psychiatric  social  workers. 

If  the  best  trained  psychiatrists  are  not  practicing  in  the  state,  county  and 
federal  institutions  in  America  on  a  regular  basis,  in  what  direction  are  their 
efforts  being  directed  in  the  field  of  mental  health? 

The  answer  is  a  private  psychiatric  practice  devoted  mainly  to  the  less  seriously 
ill,  and  often  perfectly  healthy  patient,  who  has  come  to  their  office  at  approxi- 
mately $50  an  hour  for  a  treatment  which  the  profession  has  optimistically  labeled 
as  "psychotherapy." 

How  effective,  and  how  medical,  is  this  supposed  treatment?  Why  is  so  much 
professional  energy  diverted  from  the  treatment  of  the  hospitalized  and  out- 
patient mentally  ill  to  the  practice  of  this  verbal  art  which,  incidentally,  is  popu- 
lar in  only  one  country  in  the  civilized  world — the  United  States. 

Psychotherapy  is  most  often  based  on  the  Freudian  theory,  or  as  adapted  by 
many  American  practitioners,  neo-Freudianism.  Dr.  Arnold  Rogow,  social  scien- 
tist and  member  of  the  American  Psychoanalytic  Association,  estimates  that  two 
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out  of  three  American  psychiatrists  consider  themselves  Freudian  or  neo- 
Freudian. 

The  Freudian  and  neo-Freudian  theories  consider  that  both  mental  illness 
and  a  condition  called  "neurosis"  are  created  during  the  first  few  years  of  life, 
mainly  by  parental  influence  in  the  form  of  an  unconscious,  unseen  psychic 
confrontation  between  forces  which  the  profession  has  labeled  id,  ego,  and 
superego  and  more  recently,  the  defense  mechanisms. 

Since  the  conditions  of  mental  illness  and  neurosis  are  supposedly  psychogenic, 
that  is  caused  by  the  psychological  environmental  influences  on  the  emerging 
person,  then  a  psychotherapeutic  treatment  which  involves  verbal  and  human 
interaction  between  the  patient  and  the  psychiatrist  would  supposedly  unravel 
the  cause  and  eventually  result  in  a  "cure"  of  these  conditions. 

Is  this  true?  Or  is  the  belief  that  psychotherapy  "cures"  a  modern  super- 
stition which  is  costing  the  nation  and  the  government  billions  of  dollars  and 
diverting  funds  and  professional  energy  from  the  medical  and  scientific  treat- 
ment of  serious  mental  conditions  ? 

Firstly,  can  psychotherapy  help  the  mentally  ill?  Dr.  Phillip  May,  director  of 
psychiatric  research  at  the  Veterans  Administration  hospital  in  Brentv/ood, 
California,  decided  to  investigate  this  claim.  As  a  young  resident  he  w^as  told 
by  his  Freudian  teachers  that  failure  to  cure  schizophrenia  through  psycho- 
therapy was  the  result  of  his  own  professional  inadequacy. 

Later  on  Dr.  May  decided  to  investigate  whether  this  was  true.  When  the 
phenothiazines  were  introduced  for  the  treatment  of  schizophrenia,  Dr.  May 
set  up  a  controlled  experiment  at  Camarillo  State  Hospital  in  California.  There 
the  effectiveness  of  phenothazines,  electroshock  therapy,  milieu  (or  simple  hos- 
pital environment  without  additional  treatment)  and  psychotherapy  were  com- 
pared. The  results  showed  that  psychotherapy  was  the  poorest  of  the  four 
treatments.  Psychotherapy  patients  stayed  in  the  hospital  longer  than  those  v.'ho 
received  no  direct  treatment  at  all.  Dr.  May's  "Treatment  of  Schizophrenia"  is 
now  a  classic  guide  post  for  his  more  gTillible  psychotherapy-oriented  colleagues. 

Recent  research  indicates  that  not  only  is  psychotherapy  not  valid  for  the 
treatment  of  the  mentally  ill,  but  that  mental  illness  itself  is  not  caused  by 
environmental  factors  as  the  profession  had  so  long  claimed. 

Work  by  such  brilliant  researchers  as  Dr.  Solomon  Snyder  of  Johns  Hopkins 
indicates  a  neuro-transmitted  maladjustment  in  the  brain  of  the  mentally  ill. 
Studies  by  Dr.  Seymour  Kety  of  Harvard,  Dr.  George  Winokur  then  at  Iowa 
Psychopathic,  Irving  Gottesman  of  the  University  of  Minnesota,  and  John 
Shields  of  Maudsely  hospital  in  London,  indicate  that  relatives  often  unkown 
to  the  patient  showed  a  high  statistical  correlation  in  having  the  same  form  of 
mental  illness,  that  identical  twins  shared  mental  illness  five  times  more  than 
fraternal  twins,  and  that  children  of  the  mentally  ill  adopted  away  at  infancy 
developed  an  abnormally  high  incidence  of  mental  illness  despite  the  fact  that 
they  were  raised  in  normal  foster  homes. 

This  last  w^ork,  done  in  cooperation  with  the  Danish  government,  showed  that 
children  of  the  mentally  ill  developed  "schizophrenic  spectrum  disorders"  over 
30  percent  of  the  time  despite  their  being  brought  up  in  normal  foster  homes.  This 
incidence  is  approximately  10  times  normal  and  similar  to  what  one  would  expect 
if  the  children  had  been  brought  up  by  their  ill,  biologic  parents. 

What  about  the  effectiveness  of  psychotherapy  for  less  severely  ill  "neurotic" 
patients  who  visit  psychiatrists,  psychologists  and  social  workers  in  their  private 
offices  or  as  out-patients  in  the  psychiatric  clinics  and  community  health  centers? 

Each  year,  millions  of  Americans  troubled  by  the  vicissitude  of  life,  or 
anxiety,  or  phobias,  obsessions  and  depression  visit  these  practitioners  in'  the 
hope  of  emotional  help.  How  effective  is  the  treatment? 

The  professions  have  long  congratulated  themselves  that  they're  doing  an 
effective  job.  But  increasingly  in  the  last  dozen  years,  research-oriented  profes- 
sionals have  put  psychotherapy  to  controlled  scientific  tests. 

Dr.  Norman  Q.  Brill,  professor  of  psychiatry  at  UCLA — who,  incidentally,  be- 
lieves somewhat  in  psychotherapy— divided  the  clinic  patients  into  groups. 
One  received  psychotherapy,  another  was  put  on  the  waiting  list,  another  was 
given  sugar  placebos,  and  the  fourth  was  given  minor  tranquilizers  such  as 
librium. 

The  patients  were  evaluated  before  treatment  and  after,  and  Dr.  Brill  reported 
in  the  Archives  of  General  Psychiatry  that  all  groups  improved  at  the  same  rate. 
Sugar  pills  and  waiting  had  done  as  well  as  modern  psychotherapy. 
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Waiting  list  studies  at  Kaiser  Foundation  Hospital  in  Oakland  and  the  Crisis 
Intervention  Center  at  University  of  California,  Irvine,  show  the  same  result: 
that  nonpsychotic  patients  improve  as  well  with  simple  passage  of  time  as  with 
psychotherapy  treatment. 

Dr.  Lester  Luborsky  at  the  University  of  Pennsylvania  studied  166  research 
studies  on  psychotherapy  and  concluded  that  the  type  of  therapy  is  of  no  sig- 
nificance;  that  the  less  sick  patients,  both  physically  and  mentally,  do  better; 
that  higher  intelligence  increases  the  chances  of  improvement;  and  that  social 
achievement  is  also  closely  related  to  improvement. 

Psychotherapy  is  hardly  a  scientific  or  medical  technique  if  sugar  pills  and 
waiting  lists  do  as  well,  and  intelligence  and  social  class  determine  the  outcome. 

Is  one  therapist  better  than  another?  Is  professional  training  necessary  for 
skill  in  the  art  of  psychotherapy? 

New  studies  indicate  that  untrained  laymen  actually  do  as  well  as  the  best 
psychotherapists  nominated  by  their  profession.  At  Vanderbilt  University  in 
Nashville,  Tennessee,  research  psychologist  Hans  Strupp  gave  15  psychiatric 
out-patients  to  five  therapists  nominated  by  the  medical  school  and  another 
matched  15  to  7  professors  of  English,  history,  math,  and  philosophy  nominated 
by  the  students.  The  medical  school  evaluated  the  patients  before  and  after  treat- 
ment. "What  was  the  result?  The  liberal  arts  and  science  professors  proved  to  do 
as  well  as  the  outstanding  professional  psychotherapists. 

It  is  obvious  to  astute  researchers  and  observers  that  psychotherapy  is  faith 
healing  and  a  human  relations  activity,  which  like  all  social  intercourse  between 
human  beings,  can  be  beneficial,  of  no  value,  or  harmful.  In  fact,  a  recent  con- 
sensus of  150  psychotherapists  indicate  that  one  in  ten  patients  are  harmed  by 
this  supposedly  benign  technique. 

The  failure  of  psychotherapy  and  the  scientific  and  medical  neglect  of  the 
mentally  ill  by  the  profession  is  one  of  the  great  failings  of  American  health 
professions.  Much  of  the  reason  for  this  neglect  is  based  on  undue  interest  in  the 
probably  nonexistent  psychological  phenomenon  first  proposed  by  Sigmond 
Freud. 

Fortunately,  an  increasing  minority  of  the  profession  is  fighting  to  correct  this 
false  balance.  Dr.  Robert  Spitzer  of  Columbia  Medical  Center,  heads  an  American 
Psychiatric  Association  commission  to  revise  the  profession's  diagnostic  manual. 
The  new  draft  asks  for  the  elimination  of  the  term  "neurosis"  and  deletes  all 
psychological  definitions  of  mental  conditions.  Dr.  Alfred  M.  Freedman,  Chair- 
man of  Psychiatry  at  New  York  Medical  College,  summed  up  increasing  skepti- 
cism in  the  profession  when  he  recently  stated :  "It  is  possible  that  Freudian 
theory  may  be  proven  no  more  scientific  than  astrology  or  phrenology." 

In  closing,  I  would  ask  the  members  of  this  Senate  committee  to  use  their 
best  efforts  to  appropriate  funds  for  medical  and  biological  research  in  the  treat- 
ment of  mental  illness  and  to  understand  that  science  is  increasingly  demonstrat- 
ing that  psychotherapy  is  not  a  proven  medical  or  scientific  activity.  Instead,  it 
is  one  that  diverts  the  energies  of  the  nation  and  the  psychiatric  and  psychologi- 
cal professions  away  from  the  true  problem  of  mental  illness. 

Senator  Talmadge.  The  next  witness  is  Dr.  Mcholas  A.  Cummings 
of  California,  president-elect,  American  Psychological  Association, 
accompanied  by  Russell  Bent,  Ph.  D.  of  Georgia,  president  of  the 
Georgia  Psychological  Association;  Joan  Willens,  Ph.  D.,  of  Cali- 
fornia, chair.  Psychology  Advisory  Committee,  Colorado  Medicare 
Study ;  and  Clarance  J.  Martin,  executive  director  and  general  coun- 
sel. Association  for  the  Advancement  of  Psychology. 

Senator  Cranston  wanted  to  be  present  here  to  introduce  our  next 
witnesses.  Dr.  Willens  and  Dr.  Cummings,  but  unfortunately  he  is 
unable  to  be  here.  He  has  asked  me  to  express  his  disappointment  and 
I  ask  that  Senator  Cranston's  statement  be  printed  in  the  hearing 
record  at  this  point. 

[The  prepared  statement  of  Hon.  Alan  Cranston  follows :] 

StxVtement  of  Hon.  Alaiy  Cranstoiy,  a  U.S.  Senator  from  the  State  of 

California 

Mr.  Chairman.  I  am  particularly  delighted  to  have  this  opportunity  to  intro- 
duce Dr.  Joan  Willens.  Dr.  Willens  is  a  leader  in  the  field  of  psychology  and  has 
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worked  with  your  committee  and  with  tlie  Department  of  Health,  Education,  and 
Welfare,  in  developing  the  demonstration  project  in  Colorado  that  is  evaluating 
the  effect  of  covering  psychologists  as  independent  practitioners  under  medicare. 

Dr.  Willens  will  report  to  you  on  the  findings  of  that  project. 

She  has  been  a  valued  health-care  advisor  to  me  throughout  my  service  in  the 
Senate  and  I  know  her  testimony  will  be  very  helpful. 

I  am  also  pleased  that  another  outstanding  Californian,  Dr.  Nicholas 
Cummings,  president-elect  of  the  American  Psychological  Association  is  testifying 
today  also.  I'm  confident  his  testimony  will  make  a  valuable  contribution  to  the 
hearing  record  also. 

As  a  supporter  since  I  have  been  in  the  Senate  of  amendments  offered  each 
Congress  by  my  good  friend,  Senator  Inouye,  which  would  authorize  reimburse- 
ment to  clinical  psychologists  as  independent  practitioners,  I  am  pleased  that 
Dr.  Willens  and  Dr.  Cummings  are  speaking  on  behalf  of  that  provision. 

Once  again  this  year,  I  have  cosponsored  S.  123,  introduced  by  Senator  Inouye. 

This  legislation  would  authorize  the  reimbursement  of  clinical  psychologists 
as  independent  practitioners  under  medicare. 

Mr.  Chairman,  although  psychologists  cannot  treat  patients  with  drugs,  they 
can  provide  the  counseling  services  which  frequently  are  all  that  is  needed  to 
help  individuals  make  necessary  adjustments  for  continued  functioning  in  society. 
Psychologists'  fees  are  generally  lower  than  psychiatrists'.  Experience  under  the 
federal  employees  health  benefits  program  has  shown  that  direct  reimbursement 
of  psychologists  has  not  resulted  in  major  cost  increases  as  had  been  feared. 

Under  current  medicare  law,  as  you  know,  psychologists  can  be  reimbursed  only 
for  diagnostic  tests  when  a  patient  is  referred  to  them  by  a  physician.  This  pro- 
cedure places  the  psychologist,  a  reputable  professional,  in  a  secondary  and  in- 
appropriately subordinate  position,  and  seriously  underutilizes  the  skills  of  a 
valuable  member  of  the  health  care  professions. 

I  hope  your  committee  will  study  this  issue  carefully  and  will  conclude  that 
psychologists  should  be  recognized  as  independent  practitioners. 

Senator  Talmadge.  You  maj  proceed,  Dr.  Cummings.  Please  re- 
strict your  remarks  10  minutes  or  less. 
Mr.  Cummings.  Thank  you,  Mr.  Chairman. 

STATEMENT  OF  NICHOLAS  A.  CUMMINGS,  PH.  D.,  PKESIDENT- 
ELECT,  AMEEICAH  PSYCHOLOGICAL  ASSOCIATION,  ACCOMPANIED 
BY  EUSSELL  BENT,  PH.  D.,  PRESIDENT,  GEOEGIA  PSYCHOLOGI- 
CAL ASSOCIATION;  JOAN  WILLENS,  PH.  D.,  CHAIE,  PSYCHOLOGY 
ADVISOEY  COMMITTEE,  COLOEADO  MEDICARE  STUDY,  AND 
CLAEENCE  J.  MAETIN,  EXECUTIVE  DIEECTOE  AND  GENERAL 
COUNSEL,  ASSOCIATION  FOE  THE  ADVANCEMENT  OF 
PSYCHOLOGY 

Mr.  Cummings.  My  name  is  Nicholas  Cummings.  I  am  a  clinical 
psychologist  in  California  and  president-elect  of  the  American  Psy- 
chological Association.  I  am  accompanied  here  toda}^  hj  Russell  Bent, 
Ph.  D.,  president  of  the  Georgia  Psychological  Association.  Dr.  Bent 
is  also  vice  chair  of  the  ^[ational  Advisory  Panel  to  CHAIMPUS.  His 
work  vs^ith  other  prominent  psychologists  has  recently  produced  the 
APA-CHAMPUS  out-patient  psychological  peer  review  manual 
which,  we  believe,  will  become  a  model  for  quality  mental  health  care, 
economically  rendered,  and  he  will  speak  to  these  issues. 

I  am  also  accompanied  by  Joan  Willens,  Ph.  D.,  a  fellow  Californian. 
Dr.  Willens  has  been  deeply  involved  in  the  Colorado  medicare  study 
which  continued  to  study  the  utilization  of  psychological  services 
under  medicare,  and  she  will  speak  to  that  issue. 

I  am  also  accompanied  by  Mr.  ^lartin,  our  counsel. 
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Mr.  Chairman,  tlie  mental  liealtli  needs  of  our  elderly  are  not  being 
met  under  the  present  medicare  system.  There  are  far  more  elderly  in 
public  mental  hospitals  than  should  be.  There  are  many  others  in  nurs- 
ing homes  or  under  home  health  programs  who  are  being  kept  overly 
medicated  and  untreated.  In  fact,  the  cvermedication  of  the  elderly  is 
approacliing  a  national  disaster  in  our  society : 

Because  medicare  pays  for  medical  care  and  hospitalization,  there 
are  many  who  are  being  treated  for  medical  problems  when  other 
treatments  would  be  more  effective  and  less  costly. 

This  kind  of  overutilizaticn  and  misdirection  of  treatment  is  some- 
thing with  which  I  am  familiar.  It  is  analogous  to  the  circumstances 
that  led  to  the  adoption  at  Kaiser-Permanente  of  a  health  plan  with 
extensive  mental  health  services. 

For  18  years,  LIr.  Chairman,  I  was  privileged  to  be  chief  psycholo- 
gist at  the  Kaiser-Permanente  Health  Plan  in  northern  California. 
Together  with  my  colleague,  William  Follette,  M.D.,  chief  of  psy- 
chiatry at  the  same  institution,  I  have  coauthored  a  number  of  studies 
there  at  Kaiser-Permanente.  We  have  16  years  of  f ollowup  with  these 
studies,  and  some  conclusions  should  be  known  to  this  committee  and 
considered  in  determining  mental  health  benefits  micler  medicare. 

Persons  in  emotional  distress  are  significantly  higher  users  of  both 
inpatient  and  outpatient  medical  services.  In  fact,  we  learned  in  the 
late  1940's  at  Kaiser-Pennanente  that  60  percent  of  all  the  doctors' 
visits  had  notliing  physically  wrong  with  them,  but  were  suffering 
from  emotional  distress.  And,  out  of  necessity,  we  provided  mental 
health  ser^dces  because  our  physicians'  visits.  X-rays,  laboratorj^  tests, 
and  drug  treatments  were  rendering  soaring  costs  because  of  elusive 
or  unidentifiable  physical  problems. 

Y^Hien  we  instituted  access  to  psychological  treatment,  we  found 
significant  declines  in  medical  utilization  in  those  em.otionaliy  dis- 
tressed individuals  who  received  psychotherapy,  and  those  declines  in 
m..edical  utilization  remained  constant  during  the  5  years  following 
the  termxination  of  psychotherapy  by  the  treated  patient. 

We  now  have  some  12  years'  foUowup  on  our  initial  samples. 

In  summarizing  our  16  years  of  prepaid  mental  health  experience 
at  Kaiser-Permanente,  we  concluded  that  there  is  no  basis  for  the 
fear  that  an  increased  access  to  mental  health  services  will  fhiancially 
endanger  the  system.  It  is  not  the  number  of  referrals  received  that 
will  drive  up  costs,  but  the  manner  in  which  services  are  delivered  that 
determines  optimal  cost  and  therapeutic  effectiveness. 

Yfe  found  that  even  one  visit  of  psychotherapy,  miexpectedly,  re- 
duced medical  utilization  by  some  60  percent,  and  this  remained  con- 
stant over  5  years.  Brief  therapy  reduced  it  by  To  percent. 

We  found  that  if  brief  psychotherapy  is  provided,  it  will  be  the 
choice  by  85  percent  of  the  patients.  Ten  percent  need  long-term 
therapy,  but  one  can  finance  those  who  need  long-term  therapy  by  the 
fact  that  the  majority  of  the  patients  receive  effective  short-term 
therapy. 

These  results,  although  impressive,  would  mean  little  if  they  had  not 
been  replicated  in  many  studies  all  over  the  world.  In  fact,  it  was  the 
investigation  of  the  effects  of  psychotherapy  on  hospitalization  in 
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West  Germany  that  prompted  the  West  German  Government  to  in- 
clude psychotherapy  in  their  national  health  insurance. 

Our  work  at  Kaiser-Permanente  has  been  replicated  at  Health  In- 
surance Plan  of  Is  ew  York,  Group  Health  Association  of  Washington, 
D.C.,  and  many  other  HMO  type  of  institutions.  I  am  happy  to  say 
that  recent  studies  coming  out  of  mental  health  institutions  m  Cali- 
fornia and  in  Dallas,  Tex.,  demonstrate  that  psycho theraj^y  provided 
to  etlmic  minority  peoples  on  the  poverty  levels  where  psychotherapy 
is  totally  subsidized  by  public  funds  reduced  medical  utilization  in 
these  populations. 

It  is  my  contention,  Mr.  Chairman,  a  contention  supported  by  sub- 
stantial research  data,  that  efficient  and  economical  heaitli  delivery  sys- 
tems, whether  under  medicare  or  national  health  insurance,  can  only 
be  developed  by  making  available  mental  health  benefits  similar  to  that 
provided  under  Kaiser-Permanente. 

On  August  10,  the  Health  Subcommittee  of  Ways  and  Means  voted 
imanimously  to  recognize  psychologists  as  independent  practitioners 
under  medicare  in  an  inpatient  setting.  We  hope  this  committee  will 
i^cogiiize  that  the  greatest  benefit  to  be  derived  will  be  accomplished 
by  extending  eligibility  in  both  inpatient  and  outpatient  settings. 

The  cost  estimates  used  by  the  "vYays  and  Means  Committee,  supplied 
to  them  by  the  Office  of  PIEW  Actuary,  estimates  $6  million  for  the  first 
year  cost  of  outpatient  services.  Mr.  Chairman,  that  is  not  a  cost,  it  is 
an  investment,  an  investment  in  better  mental  health  services  which 
will  pay  dividends  in  the  reduction  of  cost  and  more  reasonable  utiliza- 
tion of  the  medicaid  system. 

I  thank  you,  Mr.  Chairman,  and  I  would  like  to  call  on  Dr.  Willens 
to  speak  regarding  the  Colorado  study. 

Ms.  WiLLExs.  1  hank  you. 

Mr.  Chairman  and  members  of  the  subcommittee,  approximately  3 
years  ago  the  staff  of  the  Senate  Finance  Committee  conducted  an  ex- 
periment in  Colorado  to  answer  its  concerns  about  including  psycholo- 
gists as  independent  practitionei^  under  medicare.  Some  of  those  con- 
cerns were  very  basic,  and  others  quite  complex.  But  we  have  attempted 
to  respond  to  your  questions  in  the  li/^  years  that  the  study  has  been 
underway. 

Let  me  briefly  go  over  several  of  the  questions  that  were  raised  in  how 
pschology  serves  as  one  model  in  how  our  profession  can  function  un- 
der medicare. 

Question  No.  1 :  Who  is  a  psychologist  ? 

Psychologists  have  a  tmiform  standard  that  defines  the  training  and 
experience  necessary  to  function  in  the  health  care  area.  Although  psy- 
chologists are  statutorily  recognized  in  all  50  States,  State  laws  do  not 
generally  require  specialty  designations  per  se,  nor  are  physicians,  den- 
tists, or  lawyers  licensed  by  specialty  practice  mider  their  applicable 
State  laws. 

Psychologists  in  Colorado,  and  nationally,  who  practice  independ- 
ently must  have  achieved  a  doctoral  level  in  psychology  and,  in  addi- 
tion, have  2  years  of  supendsed  postdoctoral  experience.  They  must 
also  be  licensed  b}^  the  State  examinmg  board. 

In  the  Colorado  experiment,  a  committee  reviewed  all  applications 
for  both  training  levels  and  the  quality  of  their  work  experience. 
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Out  of  190  applications  at  the  start,  166  psychologists  were  certified. 

In  the  first  evaluation,  Stanford  Research  Institute  who  w^as  the 
independent  evaluators  of  the  experiment  stated  that  this  process  has 
operated  successfully. 

Question  No.  2 :  IVhat  should  psychologists  be  doing,  and  how  can 
you  be  assured  that  they  are  doing  quality  work  ? 

In  Colorado,  we  developed  lists  of  covered  and  excluded  services 
which  have  a  general,  national  acceptance  by  the  profession.  Fringe 
and  controversial  therapies  were  excluded. 

Ill  our  judgment,  present  psychiatric  nomenclature  is  not  a  good 
indication  of  what  a  person's  problems  are,  so  claims  forms  were 
developed  which  require  a  ^jractitioner  to  describe  a  problem  and  what 
he  is  actually  doing  about  it.  Providing  assurance  of  quality  work  is 
complicated  in  mental  health,  and  we  have  developed  a  workable 
system  in  Colorado.  A  peer  review  committee  of  psychologists  ex- 
amines all  claims  beyond  6  hours  of  thereapy  and  3  hours  of  assess- 
ment to  determine  what  services  are  appropriate  and,  therefore, 
reimbursable. 

Again,  Stanford  Eesearch  Institute  states  that  this  is  working. 

Question  No.  3:  Can  psychologists  establish  proper  medical  col- 
laboration when  needed  ?  One  of  the  major  components  of  clinical  psy- 
chology training  is  in  the  area  of  diagnosis.  We  have  been  trained  to 
consult,  collaborate  and  refer,  when  necessary,  the  most  appropriate 
health  care  providers.  Psychology  is  also  concerned  about  the  issue 
of  medication  for  the  elderly,  from  several  standpoints. 

I  have  more  that  I  would  like  to  submit,  but  I  see  that  the  yellow 
lig-ht  is  on. 

Senator  Talmadge.  Your  entire  statement  will  be  inserted  in  the 
record.  Thank  you  for  a  veiy  fine  statement. 

Ms.  WiLLENS.  Excuse  me.  Also,  we  do  have  a  statement  to  respond 
to  Mr.  Gross.  We  do  not  have  the  drama  that  he  has,  but  we  

Senator  Talmadge.  You  may  submit  it,  and  it  will  be  inserted  in  the 
record. 

Ms.  WiLLENS.  If  I  might,  I  would  like  to  present  Dr.  Bent  for  a 
brief  presentation. 

Senator  Talmadge.  Doctor  ? 

Mr.  Bent.  Senator,  the  psychological  association,  together  with 
CHAMPUS,  has— is  that  the  bell  ? 

Senator  Talmadge.  I  hate  to  call  time  on  you,  but  we  are  limited 
for  time. 

Mr.  Bent.  Let  me  make  just  one  statement  and  enter  sometliing. 
Senator  Matsunaga.  I  yield  1  minute  of  my  time  to  Dr.  Bent. 
Senator  Talmadge.  Without  objection,  Doctor,  you  are  recognized 
for  1  minute. 

Mr.  Bent.  Particularly  this  is  related  to  your  initial  statement — • 
I  will  hand  it  to  you — together  with  some  CHAMPUS  material.^ 

We  feel  that  we  have  made  a  great  deal  of  effort,  and  with  success, 
to  more  objectively  indicate  what  psychological  services  should  be, 
what  psychological  services  are  rendered  to  clients,  and  to  better 
describe — have  clients  better  describe — with  their  practitioners  what 


1  Material  referred  to  was  made  a  part  of  the  official  committee  file. 
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the  results,  or  the  outcomes^  of  therapy  will  be,  and  that  we  have  a 
way  of  retaining  the  costs  of  utilization  of  that.  And  the  project  of 
the  American  Psychological  Association  with  CHAMP  US,  I  will 
submit  for  your  reading,  to  show  such  an  objective  system  of  cost 
containment  and  quality  control. 

Senator  Talmadge.  lliank  you  very  much,  doctor. 

How  many  dili'erent  analytical  theories  and  groups  are  there  in 
the  psychology  profession  ? 

!^ir.  CuMMixGS.  Ko'Ughly,  I  would  say,  about  100. 

Senator  Talmadge.  AVhat  is  jogging  therapy  ? 

Mr.  CuMMiNGS.  I  was  not  including  that  among  the  hundred,  Sena- 
tor. 

Senator  Talmadge.  What  is  poetry  therapy  ? 

Mr.  CuMMiNGS.  What  is  poetry  therapy «  I  have  no  idea,  sir. 

Sena;tor  Talmadge.  What  is  dance  therapy  ^ 

!Mr.  CuMMiXGS.  I  have  no  idea. 

Senator  Talmadge.  What  is  Z-therapy  ? 

;Mr.  CuMMiNGS.  I  have  some  familiarity  with  that.  That  is  not  what 
I  am  including  m  my  hundred  techniques. 

Mr.  Bent.  All  of  these  therapies,  for  example,  would  be  excluded  in 
the  kinds  of  criteria  we  have  set  up,  so  they  would  not  be  allowable  in 
the  CHAMPUS  program,  or  we  would  say  they  should  not  be  allow- 
able under  medicare  and  medicaid. 

Senator  Talmadge.  To  what  extent  are  these  modes  of  treatment 
utilized  ? 

]SIr.  Bent.  I  would  say  very  infrequently  by  members  of  the  psycho- 
logical profession,  very  infrequently. 

Senator  Talmadge.  How  valid  are  these  modes  of  treatment  ? 
Mr.  CuMMiNGS.  Quite  questionable. 
Ms.  WiLLENS.  They  get  a  lot  of  publicity. 

Senator  Talmadge.  In  psychotherapy,  what  do  psychiatrists  do 
which  clinical  psychologists  cannot  do  ? 

Mr.  CuMMiNGS.  Electro-shock,  psychosurgery,  prescribing  drugs, 
teclmiques  such  as  that.  Clinical  psychologists  do  not  perform  those 
which  are  clearly  medical  techniques. 

Senator  Talmadge.  Senator  Matsunaga  ? 

Senator  Matsunaga.  Thank  you,  Mr.  Chairman. 

I  feel  a  lot  better  after  listening  to  your  testimony  and  the  tests 
which  you  spoke  of,  I  think,  tend  to  prove  that  even  for  physical  ill- 
nesses, a  little  psychiatric  or  psychological  treatment  would  definitely 
shorten  the  period  of  physical  illnesses.  I  want  to  congratulate  you  on 
the  excellence  of  your  presentation. 

Mr.  CuMMiNGS.  Senator  Matsunaga,  if  I  may,  because  I  heard  one 
of  my  studies  quoted,  but  I  only  heard  half  of  it  quoted,  and  I  am  a  lit- 
tle bit  put  out,  because  I  did  two  parts  to  this  study  and  I  only  heard 
one  part,  the  Kaiser-Permanente  study  on  the  waiting  list. 

It  is  true  after  6  months  that  both  the  treated  and  the  untreated  pa- 
tients demonstrated  a  diminution,  or  reduction,  of  anxiety,  but  when  we 
followed  up  on  what  was  happening  to  the  untreated  patients,  we 
found  that  they  had  tripled  their  medical  utilization,  their  hospitaliza  - 
tion rate  was  twice  the  health  plan  average,  so  that  yes,  they  were 
feeling  better,  but  it  was  at  the  expense  of  physical  illness. 
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Senator  MxItsunaga.  I  am  glad  you  mentioned  that. 

Ms.  WiLLENS.  Senator,  may  I  also  add,  very  briefly,  that  in  the  report 
that  we  are  submitting,  there  is  a  study  of  700  outcome  studies  of  psy- 
chotherapies  that  were  done,  and  in  over  90  percent  of  them,  the  psy- 
chotherapy group  benefitted  more  than  the  control  group  and  there 
was  no  evidence  of  harm  done  to  any  of  the  remaining. 

This  is  the  widely  acclaimed  research  that  has  taken  place  most 
recently. 

Senator  Talmadge.  Senator  Laxalt  ? 

.  Senator  Laxalt.  I  just  have  an  observation  or  two. 

I  might  say  that  personally  I  have  found  it  somewhat  mystifying 
as  to  why  this  question  has  not  previously  been  included.  From  the 
standpoint  of  my  own  experience,  in  my  own  State,  particularly  in 
the  area  of  care  for  the  elderly,  I  think  that  this  profession  has  per- 
formed a  badly  needed  service,  and  they  have  performed  it  well. 

Since  being  here,  I  have  had  occasion  to  travel  about  the  country. 
As  a  matter  of  fact,  my  own  mother  was  involved  in  elderly  care  in 
California,  and  some  of  the  most  valuable  services  being  rendered  there 
was  done  on  this  level. 

And  it  is  my  feeling  that  this  type  of  proposal  may  be  overdue,  and 
we  should  give  it  very  serious  consideration ;  recognize  that  the  criteria 
will  necessarily  have  to  be  limited,  and  certainly  none  of  you  would 
quarrel  with  that  premise,  because  we  do  have  some  strange  expres- 
sions of  the  profession  at  times,  as  the  Senator's  questions  would 
indicate. 

But,  Mr.  Chairman,  I  do  feel  personally  that  this  is  something  that 
this  subcommittee  should  inquire  into  very  extensively. 
I  thank  you  for  your  testimony.  I  thank  all  of  you. 
[The  prepared  statement  of  the  preceding  panel  follows:] 

Statement  op  the  American  Psychological  Association  Presented  by 
Dr.  Nicholas  A.  Cummings,  Ph.  D. 

summary 

The  testimany  of  the  American  Psychological  Association  to  the  Subcommittee 
on  Health  of  the  Senate  Finance  Committee  includes  the  following  points : 

1.  The  American  Medicare-eligible  population  suffers  an  above  average 
incidence  of  emotional  and  mental  disorder,  yet  they  are  the  most  under- 
served  group  in  terms  of  access  to  adequate  and  appropriate  mental  health 
services. 

2.  The  present  Medicare  structure  discriminates  against  and  prevents  the 
elderly  person  in  need  of  mental  health  care  from  receiving  those  services 
in  the  most  appropriate,  cost-effective  and  treatment-efficient  manner. 

3.  The  present  Medicare  structure  discriminates  against  and  prevents  the 
elderly  person  in  need  of  mental  health  care  from  receiving  benefits  available 
to  those  eligible  for  other  major  federal  health  programs,  such  as  CHAMPUS, 
(FEHBA,  etc. 

The  present  Medicare  structure  discriminates  against  and  prevents  the  elderly 
person  in  need  of  mental  health  ca.re  from  access  to  50  percent  of  qualified  mental 
health  practitioners,  psychologists. 

Psychologists  are  uniquely  qualified  through  training  and  licensure  require- 
ments to  deal  with  mental  and  emotional  problems. 

Psychologists  can  render  a  range  of  quality  services  under  Medicare .  with 
constraints  on  both  cost  and  utilization. 

The  cost  of  recognition  of  psychologists  as  independent  providers  of  thera- 
peutic services,  eligible  for  direct  Medicare  reimbursement,  has  been  proven  by 
study  after  study  to  be  more  than  offset  by  the  corresponding  reduction  in  utiliza- 
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tion  of  medical  services;  by  elimination  of  the  current  expensive  "physirnan 
supervision"  requirement ;  by  lower  inpatient  hospitalization  charges ;  and,  uiost 
importanty,  by  allowing  the  elderly  consumer  access  to  appropriate  care. 

We  recommend,  therefore,  that  qualified  licensed  psychologists  should  be  rec- 
ognized as  direct  providers  of  mental  health  services  under  Medicare  as 
stated  in  S.  123,  which  is  co-sponsored  by  three  members  of  this  subcommittee, 
and  an  additional  32  members  of  the  Senate. 

Mr.  Chairman  and  members  of  the  subcommittee :  The  need  for  mental  health 
care  by  older  Americans  has  been  well  documented  in  recent  years.  Of  the  23 
million  older  persons,  the  prevalence  of  mental  disorders  and  emotional  distress 
is  higher  than  among  the  general  population.  It  is  estimated  that  up  to  25  per- 
cent have  significant  mental  health  problems.  Patients  over  age  65  occupy  a 
staggering  30  percent  of  the  public  mental  hospital.  Further,  approximately  50 
percent  of  elderly  patients  in  nursing  homes  are  suffering  from  a  significant 
degree  of  mental  or  emotional  distress — and  often  without  appropriate  treat- 
ment. Yet,  due  to  their  inability  to  pay  and  the  skewed  coverage  of  Medicare, 
the  elderly  are  rarely  seen  in  outpatient  clinics.  It  is  reported  for  example, 
that  only  4  percent  of  the  patients  seen  in  private  psychiatric  care  are  elderly. 

Because  Medicare  pays  for  medical  care  and  hospitalization,  these  are  the  types 
of  treatment  offered  to  Medicare  recipients,  regardless  of  the  patient's  actual 
treatment  needs.  The  recent  report  of  the  President's  Commission  on  Mental 
Health  concludes  that :  "Discriminatory  financing  for  ambulatory  mental  health 
services  provides  incentives  for  hospitalization  and  general  physician  services  not 
designed  for  treatment  of  mental  disorders.  Yet  studies  have  indicated  that  as 
many  as  60  percent  or  more  of  physician  visits  are  from  sufferers  of  emotional 
distress  rather  than  organic  illness.  If  anything,  current  Medicare  restrictions 
reward  inappropriate  services  for  mental  and  emotional  distress."  (Vol.  II,  p. 
1128) 

The  very  important  message  that  must  be  gained  from  these  statistics  and 
conclusions  is  that  people  who  suffer  from  mental  and  emotional  disorders  will 
seek  out  health  care  of  some  type  if  it  is  available.  Since  physician-directed  and 
hospital-based  services  are  available  through  Medicare— this  is  what  Medicare- 
eligible  patients  use.  All  would  agree,  however,  that  inpatient  care  is  the  most 
expensive  care  and,  for  most  emotional  disorders,  inpatient  services  do  not 
generally  provide  the  most  eflicient  or  effective  mental  health  treatment.  If 
the  Medicare  program  can  hope  to  reach  its  goal  of  providing  for  adequate  health 
care  at  the  reasonable  cost,  the  system  must  be  changed  to  allow  greater  reim- 
bursement for  outpatient  mental  health  services. 

The  services  that  are  being  delivered — whether  through  inpatient  or  outpatient 
settings — must,  of  course,  come  from  a  practitioner  who  is  properly  trained  and 
credentialed  for  those  types  of  services.  It  is  becoming  clear  from  recent  reports, 
however,  that  the  health  practitioners  who  are  delivering  and  billing  for  mental 
health  services  may  not  always  be  adequately  trained  in  mental  health  care.  The 
current  Social  Security  Administration-sponsored  experimental  study  of 
Medicare  benefits  in  one  state,  the  Colorado  Medicare  Study,  has  given  us  some 
interesting  and  disturbing  data  on  the  kind  of  practitioners  who  are  actually 
delivering  mental  health  services.  Preliminary  reports  from  that  study  strongly 
suggest  that  the  majority  of  reimbursement  claims  for  mental  health  care  come 
from  general  practice  physicians — not  from  any  kind  of  mental  health  spe- 
cialist. An  examination  of  the  education  and  postgraduate  training  of  general 
practice  physicians  will  reveal  that  there  are  very  few  opportunities  for  train- 
ing in  behavioral  science,  and  virtually  no  training  in  diagnosis  or  treatment  of 
mental  and  emotional  disorders.  The  President's  Commission  on  Mental  Health 
comments  dramatically  on  this  point : 

"Available  evidence  supports  the  view  that  funding  of  somatic  medical  care 
currently  pays  for  a  significant  amount  of  care  for  emotional  or  mental  problems, 
even  though  they  are  not  defined  or  reported  as  such.  In  such  situations  where 
the  provider  is  not  specifically  trained  to  provide  such  services,  the  quality  of 
care  may  be  questioned  and  expenditures  for  such  care  may  be  misdirected  and 
of  questionable  benefit."  (Vol.  II,  pp.  512-513) 

In  contrast,  the  psychologist  is  specifically  educated,  appropriately  trained, 
legally  credentialed  and  widely  recognized  in  federal,  state  and  private  health 
programs  to  deliver  mental  health  services.  In  contrast  to  the  Medicare  program 
where  psychologists  may  only  deliver  therapeutic  services  under  the  supervision 
of  a  physician,  psychologists  are  recognized  as  independent  providers  of  mental 
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liealth  services  in  virtually  every  major  federal  health  program — including 
CHAMPUS  (The  Civilian  Health  and  Medical  Program  of  the  Uniformed  Serv- 
ices), CHAMPVA  (The  Civilian  Health  and  Medical  Program  of  the  Veterans 
Administration),  and  FEHBA  (The  Federal  Employees  Health  Benefits  Act). 
Psychologists  are  recognized  in  the  Medicaid  program.  Psychologists  are  recog- 
nized in  the  HMO  program.  Psychologists  are  recognized  in  many  private  health 
insurance  plans.  Twenty-eight  states  and  the  District  of  Columbia  have  passed 
laws  that  mandate  coverage  of  mental  health  services  by  psychologists  in  pri- 
vate health  insurance  plans.  These  "Freedom  of  Choice"  laws,  as  we  call  them, 
now  cover  over  70  percent  of  the  population  in  the  United  States.  It  simply  does 
not  make  sense  to  exclude  direct  coverage  of  psychological  services  in  Medicare 
when  those  services  are  so  clearly  needed,  and  when  the  profession  of  psychology 
has  so  well  established  and  maintained  its  worth  to  the  health  care  system. 

The  physician  supervision  requirement  in  Medicare  was  undoubtedly  intended 
as  a  means  to  control  the  quality  of  health  services  and  to  help  insure  that  mental 
health  services  were  necessary  and  appropriate  to  the  overall  care  of  our  elderly 
population.  In  practice,  however,  it  is  an  impediment  to  eflSciency,  it  is  a  direct 
contributor  to  inflation  of  health  care  costs,  and  it  is  a  terrible  hurdle  in  attempt- 
ing to  meet  the  mental  health  care  needs  of  the  Medicare  population.  In  prac- 
tice, a  patient  visits  a  physician,  the  physician  refers  the  patient  to  a  psycholo- 
gist for  therapy,  and  the  physician  sends  the  bill  for  services  to  the  Medicare 
program.  Under  the  current  Medicare  structure,  the  patient  is  not  likely  to  re- 
ceive psychological  services  unless  he  or  she  is  also  billed  for  a  medical  problem 
of  some  kind.  In  practice,  the  present  system  promotes  increased  costs,  leads  to 
inappropriate  services,  and  forces  health  professionals  to  operate  under  a  legis- 
latively-mandated system  of  fee-splitting  or  double-billing. 

One  proposed  rationale  for  the  exclusion  of  psychologists  from  Medicare  has 
been  that  psychologists  cannot  prescribe  drugs.  Although  it  is  certainly  true 
that  psychologists  do  not  promote  the  use  of  medication,  and  prefer  the  use 
of  psychotherapy  and  other  behavioral  techniques  to  help  their  clients,  it  is  not 
valid  to  say  that  psychologists  are  unfamiliar  with  the  physical  side  of  health. 
Psychologists  have  long  recognized  the  interrelationship  between  physical  health 
and  mental  health.  We  have  pioneered  in  the  use  of  behavioral  treatment  pro- 
grams for  many  major  physical  problems.  Physicians  have  consistently  turned 
to  psychologists  to  help  them  solve  problems  that  drugs  cannot  treat.  In  an  age 
where  librium,  valium  and  amphetamines  are  among  the  top  five  chemical  sub- 
stances abused  in  this  country,  psychopharmacological  approaches  to  many 
emotional  problems  may  do  more  harm  than  good.  Certainly  in  the  Medicare 
population,  the  problem  of  over-medication  of  patients  is  becoming  severe.  Too 
many  of  our  elderly  are  burdened  with  massive  numbers  of  pills,  large  and 
increasing  costs  for  this  medication,  and  a  general  lack  of  awareness  of  what 
each  drug  does,  how  each  drug  reacts  with  the  next,  and  what  they  could  do 
to  avoid  this  total  dependency  on  medication. 

Certainly,  medication  is  often  very  helpful  to  the  treatment  of  an  individual. 
In  these  cases,  psychologists  call  on  their  medical  colleagues  the  same  way  that 
a  general  practitioner  calls  on  a  specialist.  Even  though  general  practice  physi- 
cians are  licensed  to  deliver  any  medical  service  or  prescribe  any  medication, 
they  generally  refer  the  patient  to  a  specialist  when  a  particular  problem  would 
be  more  appropriately  handled  by  another  health  professional.  In  these  cases, 
the  psychologist  requests  the  patient  to  see  a  physician  for  medication — and 
the  physician  and  psychologist  work  together  to  monitor  the  patient's  progress. 
This  is  a  reasonable  relationship  between  the  professions,  and  one  that  recognizes 
the  individual  expertise  of  each.  However,  to  suggest  that  all  mental  health  care 
should  be  entrusted  to  physicians  just  because  they  can  prescribe  medication — 
and  in  spite  of  the  fact  that  most  non-psychiatrists  do  not  have  any  demonstrable 
training  or  proven  competency  in  psychotherapy — would  be  a  foolish  perversion 
of  the  presentable  facts. 

Years  of  research  and  practice  have  established  the  worth  of  psychotherapy  in 
treating  mental  and  emotional  disorders.  The  research  findings  can  be  sum- 
marized in  three  points.  First,  psychotherapy  works.  Second,  psychotherapy  is 
cost-effective.  Third,  psychotherapy  is  beneficial  not  only  to  a  person's  mental 
health,  but  beneficial  to  a  person's  physical  health  as  well. 

Over  the  past  18  years,  Dr.  Nicholas  Cummings  has  studied  the  effects  of 
short-term  and  long-term  psychotherapy  within  a  large  HMO — the  Kaiser-Per- 
manente  Health  Plan  in  San  Francisco.  With  his  psychiatrist  colleague,  Dr.  Wil- 
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liam  Follette,  they  attempted  to  determine  \Ylietber  the  provision  of  psyclio- 
therapy  in  an  HMO  is  associated  with  a  reduction  in  the  number  of  medical 
care  visits,  outpatient  laboratory  and  X-ray  procedures,  and  days  of  hopsitaliza- 
tion.  They  found  that  making  psychological  services  freely  available  to  en- 
roilees  led  to  a  very  significant  reduction  in  medical  care  utilization — and  that 
this  reduction  was  maintained  for  5  years  after  the  psychotherapy.  Of  this  study 
group,  about  half  received  only  one  psychotherapy  session,  yet  this  group  has 
a  sustained  reduction  in  medical  utilization  of  60  percent.  About  one  quarter 
of  the  study  group  received  from  2  to  8  psychotherapy  sessions,  and  this  group 
had  a  5  year  reduction  in  medical  care  utilization  of  70  percent.  The  remainder 
of  the  study  group  stayed  in  therapy  for  more  than  9  visits,  and  reduced  their 
outpatient  medical  utilization  by  51  percent,  and  their  inpatient  medical  utiliza- 
tion by  86  percent. 

This  study,  and  the  follow-up  studies  since,  indicate  that  many  individuals 
use  medical  services  vrhen  they  really  need  psychological  services.  Further,  when 
psychotherapy  is  made  available  to  patients,  they  do  not  over-utilize  it.  And 
very  importantly,  inclusion  of  psychotherapy  within  the  fiaiser-Permanente 
Health  Plan  benefits  saved  money  in  the  long  run  through  reduction  in  the  use 
of  expensive  medical,  laboratory,  X-ray  and  hospital  services.  The  reduction  in 
these  utilization  rates  over  a  5  year  period  shows  that  the  medical  complaints 
of  these  patients  were,  in  fact,  a  way  of  expressing  their  emotional  problems. 

Although  these  results  are  certainly  impressive,  tliey  would  mean  little  if 
there  were  not  other  research  studies  that  had  similar  findings.  ^Ve  would  like 
to  briefly  summarize  a  number  of  other  studies  that  support  the  effectiveness 
and  cost-saving  contribution  of  psychological  services. 

A  study  in  the  late  1950"s  in  Y/est  Germany  focused  on  the  effects  of  psycho- 
therapy on  changes  in  utilization  of  hopsital  care.  In  their  follow-up  after  five 
years,  they  found  that  there  was  a  very  significant  reduction  in  hospital  days 
per  year  for  the  treatment  group,  with  no  similar  reduction  for  a  control  group. 

A  study  in  the  1960"s  at  the  Health  Insurance  Plan  of  New  York  examined  the 
effects  of  psychotherapy  on  use  of  outpatient  seiwices.  Information  gathered  a 
year  before  the  psychological  intervention  shovred  that  the  study  group  rei)- 
resented  consistently  higher  users  of  outpatient  services.  After  psychological 
intervention,  and  for  the  2  years  following  that  v»ere  studied,  there  were  uniform 
reductions  in  outpatient  visits  for  family  doctor  services,  specialist  services 
and  laboratory  and  X-ray  services. 

A  study  in  the  mid-60's  at  Group  Health  Association  in  TVashington,  D.C. 
reported  the  impact  of  short-term  outpatient  psychotherapy  on  utilization  rates 
of  physician  services,  and  lab  and  X-ray  services.  The  study  group  had  a  higher- 
than-normal  frequency  of  physician  visits  before  receiving  psychotherapy  and 
a  lower-than-normal  frequency  of  visits  after.  For  the  overall  group,  there  was 
a  31  percent  reduction  in  utilization  of  physician  services,  and  a  30  percent  re- 
duction in  lab  and  X-ray  service  visits. 

The  results  from  these  and  other  studies  over  a  period  of  many  years  indicates 
that  people  in  psychological  distress  are  significantly  higher  users  of  medical 
services.  In  most  cases  they  vvaste  medical  resources  with  complaints  of  physical 
symptoms  that  are  actually  psychosomatic.  Most  importantly,  when  mental 
health  services  are  made  available  to  these  people,  they  are  able  to  benefit  from 
them  in  both  a  psychological  and  medical  way.  Further,  the  information  avail- 
able on  the  low  number  of  psychotherapy  visits  required  to  achieve  and  sustain 
the  lower  utilization  rate  makes  the  mental  health  benefit  clearly  cost-effective 
to  the  health  care  system — and  personally  effective  to  the  individual  in  need  of 
care. 

There  are  two  other  projects  about  which  the  Committee  should  know.  Both 
are  efforts  to  develop  working  models  for  the  delivery  of  mental  health  benefits. 
Both  are  highly  cost-conscious.  Both  are  concerned  with  efficient  utilization  re- 
view. Both  are  consumer  oriented. 

THE   COLORADO   CLINICAL  PSYCHOLOGY/EXPAXDED   MEXTAL   HEALTH  BENEFITS 

EXPERIMENT 

Amendments  to  the  1972  Social  Security  Act  made  it  possible  for  the  Social 
Security  Administration  and  the  Department  of  Plealth.  Education  and  Welfare 
to  develop  and  operate  experimental  projects  in  order  to  test  and  evaluate  new 
service  delivery  systems  or  combinations  of  existing  health  service  and  innova- 
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tire  health  therapy  benefit  packages.  Upon  the  recommendation  of  the  Senate 
Finance  Committee,  the  Social  Security  Administration  began  work  on  a  test 
project  which  already  represents  a  major  breakthrough  in  health  care  system 
management  and  design. 

While  the  project  deals  primarily  with  psychological  services  under  Medicare 
and  their  impact  upon  the  overall  quality  of  patient  care  and  medical  utilization, 
it  has  shown  that  questions  regarding  health  care  management  which  had  been 
previously  thought  unanswerable  can  now  be  addressed  in  a  system-like  manner. 

The  Colorado  Clinical  Psychology /Expanded  Mental  Health  Benefits  Experi- 
ment carries  implications  that  go  far  beyond  mental  health  care.  In  designing 
the  experiment,  which  now  enters  its  second  year  of  operation,  government  health 
planners,  health  planning  consultants  and  psychologists  developed  (1)  function- 
ing mechanisms  to  assure  the  quality,  appropriateness,  and  necessity  of  services, 
(2)  procedures  for  the  efScient  and  equitable  determination  of  reasonable  fees 
and  reimbursement  rates,  and  (3)  a  workable  management  framework  to  identify 
which  services  should  be  underwritten  by  the  program  and  which  services  should 
not.  Additionally,  Medicare  program  representatives,  health  consultants,  and 
the  psychologists  have  reached  a  consensus  regarding  the  identification  of  quali- 
fied providers  eligible  to  participate  in  the  project's  service  delivery  system  itself. 
Observers  of  the  experiment,  the  first  of  its  kind  to  be  evaluated  by  the  Depart- 
ment of  Health,  Education  and  Welfare,  feel  that  it  breaks  new  ground  in  in- 
tegrating program  design  and  the  service  delivery  and  management  aspects  of  a 
health  program. 

The  Process  Evaluation  Report  recently  released  by  the  Department  of 
Health,  Education  and  Welfare,  deals  with  the  progress  made  in  Colorado  Ex- 
periment to  date.  Additional  reports  gained  from  the  actual  operation  of  the 
provider  identification,  delivery,  and  peer  review  components  on  the  experiment, 
will  become  available  in  the  future.  We  expect  that  the  reports  will  be  of  m.ajor 
interest  to  the  Department  of  Health,  Education  and  Welfare  and  the  Congress. 
The  preliminary  report  is  of  immediate  significance  because  it  demonstrates 
clearly  that  management  problems  that  had  been  thought  to  be  insoluble  regard- 
ing the  totality  of  patient  health  care  can  be  addressed  in  a  responsible  manner. 
We  are  particularly  proud  of  the  role  played  by  psychologists  in  the  design  and 
administration  of  the  experiment.  In  fact,  psychology  has  played  a  pioneering 
role  in  the  development  of  techniques  of  program  evaluation  and  management 
based  upon  scientific  knowledge.  As  the  experiment  enters  its  second  year,  it  will 
be  interesting  to  see  how  the  actual  psychological  services  themselves  affect  the 
overall  effectiveness  and  utilization  of  Medicare  benefits.  For  the  present,  it  is 
exiciting  to  know  that  the  elderly  in  Colorado  have  access  to  an  expanded  range 
of  benefits  provided  in  the  context  of  a  workable  quality  assurance  system. 

PEER  EEVIEW  FOE  PSYCHOLOGISTS  SEEVICES  UNDER  CHAMPUS 

Champus,  the  Civilian  Health  and  Medical  Program  of  the  Uniformed  Services, 
is  the  health  and  medical  care  program  of  the  Department  of  Defense  (DoD) 
for  military  retirees  and  dependents  of  uniformed  personnel.  The  American  Psy- 
chological Association  (APA)  has  received  a  contract  from  DoD  to  initiate  a 
program  of  peer  review  for  psychologists  providing  outpatient  services  to 
Champus  beneficiaries.  The  Project  has  two  major  goals:  (1)  to  provide  con- 
crete criteria  for  psychological  services  to  be  used  by  first  and  second  level  claims 
review  personnel  and  (2)  to  establish  a  network  of  psychologists  to  conduct 
third  level  review. 

The  APA  Board  of  Directors  appointed  a  National  Advisory  Panel  to  fulfill  the 
contract  terms.  The  Panel  members  are  :  Dr.  Russell  Bent,  Deputy  Superintendent 
of  Georgia  Mental  Health  Institute ;  Dr.  Melvin  Gravitz,  independent  clinical 
practitioner,  Washington,  D.C. ;  Dr.  Anna  Rosenberg,  independent  clinical  prac- 
titioner, Baltimore,  Maryland ;  Dr.  George  Strieker,  Assistant  Dean,  Institute  of 
Advanced  Psychological  Studies,  Adelphi  University ;  Dr.  Joan  Willens,  inde- 
pendent clinical  practitioner,  Beverly  Hills,  California ;  and  Dr.  Harl  Young, 
Professor,  School  of  Professional  Psychology,  University  of  Denver. 

The  APA/Champus  National  Advisory  Panel  completed  initial  work  on  the 
Champus  peer  review  criteria  in  December,  1977.  The  criteria  are  included  in  the 
APA/Champus  Outpatient  Psyhcological  Claims  Review  Manual  that  APA  will 
use  in  the  training  of  reviewers  and  as  an  operations  guide  for  the  implemen- 
tation of  the  peer  review  system  in  April,  1978. 
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The  APA/Cliampus  review  system  remains  retrospective,  meaning  that  actions 
taken  in  review  are  recommendations  for  approval,  denial  or  partial  approval 
of  claims  for  mental  health  services  provided.  All  claims  for  a  beneficiary  will  be 
reviewed  at  the  8th,  24th,  40th  and  60th  session  of  treatment  and  at  every 
24th  session  thereafter.  Providers  submitting  claims  for  treatment  sessions  reach- 
ing these  points  must  also  submit  an  APA/Champus  Outpatient  Psychological 
Treatment  Report  that  should  include  definition  of  the  patient  problem,  treatment 
goals,  treatment  to  be  provided,  progress  to  date,  and  patient  concurrence  with 
the  plan.  Claims  and  treatment  reports  should  be  submitted  to  the  local  Champus 
agency  by  usual  channels.  Second  level  reviewers  within  the  Champus  agency 
determine  if  the  services  described  in  the  claims'  form  and  treatment  report  are 
within  the  limitations  defined  by  the  criteria.  On  the  basis  of  the  information  sup- 
plied, the  second  level  reviewers  will  recommend  that  the  claims  be  approved  for 
payment,  denied  for  payment,  approved  for  partial  payment,  or  referred  to  three 
APA/Champus  psychologist  peer  reviewers  in  the  state  where  the  claim  origi- 
nated. If  referred  for  peer  review,  each  of  the  three  psychologist  peer  reviewers 
mil  examine  the  claim  and  treatment  report  and  return  them  with  individual 
recommendations  to  the  second  level  reviewers.  The  second  level  reviewers  will 
then  complete  disposition  of  the  claim. 

The  APA/Champus  Project  will  oversee  the  peer  review  system  and  abstract 
information  about  the  claims  referred  for  peer  review.  A  data  processing  system 
will  be  developed  to  compile  and  monitor  cases  reviewed,  reviewer  character- 
istics, billing,  and  other  basic  information  to  track  all  claims  reviewed  by  psy- 
chologists under  the  Project. 

The  APA/Champus  National  Advisory  Panel  selected  506  psychologists  to 
serve  as  peer  reviewers  from  among  nominations  by  the  presidents  of  state  psy- 
chological associations  and  the  chairs  of  state  PSRCs.  These  reviewers  were 
chosen  on  the  basis  of  the  diversity  of  their  experience  and  current  psychological 
practice.  Although  most  nominees  were  qualified  to  serve  as  peer  reviewers,  the 
final  selection  required  considerations  such  as  expertise  in  specific  treatment 
areas  or  testing  and  assessment,  and  geographic  distribution  in  proportion  to 
the  number  of  Champus  claims  generated  in  each  state.  Of  the  peer  reviewers 
selected,  97  percent  have  Doctorates  in  Psychology,  37  percent  have  significant 
Post-Doctoral  training,  27  percent  have  been  certified  by  the  American  Board 
of  Professional  Psychology  in  Clinical  Psychology,  81  percent  are  listed  in  the 
National  Register  of  Health  Services  Providers  in  Psychology,  96  percent  are 
members  of  both  the  American  Psychological  Association  and  their  state  psycho- 
logical association,  30  percent  have  some  experience  with  peer  review  or  pro- 
fessional standards  review,  and  over  90  percent  began  psychological  practice 
prior  to  1970.  Champus  approved  a  list  of  peer  reviewers  on  January  13,  1978 
and  nominees  should  receive  notice  of  acceptance  and  letters  of  agreement  in 
February  1978. 

Mr.  Chairman,  the  evidence  we  have  synopsized  here  today  all  points  to  the 
•same  conclusion :  that  psychologists  are  professionals  adequately,  specifically  and 
appropriately  trained  to  provide  needed  mental  health  services.  Psychotherapy 
works.  Psychotherapy  is  cost-effective.  Psychotherapy  is  beneficial  to  physical  as 
well  as  mental  health.  After  a  full  year  of  study,  the  President's  Commission 
on  Mental  Health  identified  the  Medicare  population  as  among  the  most  seriously 
underserved  population  in  the  area  of  mental  health  services.  That  the  need 
exists  for  expanding  the  Medicare  benefit  in  this  area  is  no  longer  a  question. 
We  hope  to  have  shown  that  psychology  has  reached  sufficient  professional  ma- 
turity to  provide  these  services  Independently  of  physician  supervision,  as  with 
any  specialist  in  the  health  professional  field,  and  that  psychologists  can  do  so 
in  a  cost  effective  and  quality  controlled  manner.  We  recommend  that  the  sub- 
committee endorse  the  provisions  of  S.123  which  would  afford  this  recognition 
and  make  available  to  the  elderly  consumer  access  to  services  appropriate  to 
their  particular  needs. 

Senator  Taoiadge.  The  next  witness  is  Dr.  Donald  F.  Klein,  direc- 
tor of  research,  New  York  State  Psychiatric  Institute. 

Dr.  Klein,  you  may  insert  your  full  statement  in  the  record  and 
summarize  it  in  not  more  than  10  minutes,  please. 

Dr.  Klein.  Thank  you,  sir. 
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STATEMENT  OF  DONALD  E.  KLEIN,  M.C.,  DIHECTOR  OE  RESEARCH, 
NEW  YORK  STATE  PSYCHIATRIC  INSTITUTE 

Dr.  Klein.  My  name  is  Donald  Klein.  I  am  director  of  researcli  for 
ISTew  York  State  Psychiatric  Institute  and  professor  of  psychiatry  at 
the  Columbia  University  College  of  Physicians  and  Surgeons.  I  am 
thankful  for  the  opportunity  to  present  my  views  concerning  the  prop- 
er role  for  Federal  financing  of  psychiatric  care  and  my  concerns  with 
issues  of  cost  containment  and  effective  service.  For  the  past  24  years, 
I  have  been  engaged  primarily  in  the  scientific  evaluation  of  differing 
methods  of  psychiatric  care,  including  medication,  psychotherapy,  and 
hospitalization. 

I  have  also  had  extensive  opportunity  to  observe  patient  care  at  all 
levels. 

Ideally,  all  health  services  should  be  based  on  a  firm  understanding 
of  the  different  causes  of  various  illnesses.  Further,  treatment  practice 
should  rest  on  scientific  demonstration  of  safety  and  efficacy.  The  his- 
torv^  of  medicine  is  rife  with  treatment  such  as  bleeding,  purging,  and 
leeches  that  were  not  only  useless,  but  positively  harmful.  These  treat- 
ments enjoyed  abundant,  enthusiastic  testimonials  from  doctors  and 
patients,  as  well  as  elaborate  theories  justifying  their  practice. 

To  become  accepted,  treatment  should  require  more  than  the  testi- 
mony of  interested  parties,  whether  they  are  well-meaning  profes- 
sionals who  honestly  believe  that  they  are  being  helpful,  or  patients 
who  wish  to  believe  that  they  have  been  helped. 

xdental  disorders  represent  a  special  class  of  health  concerns  since, 
at  present,  we  rarely  know  the  cause  of  illness,  although  we  have  elab- 
orate and  conflicting  speculative  theories.  Some  progress  has  been 
made  recently  in  our  understanding  of  causation.  This  evidence  shows 
that  serious  illnesses,  such  as  schizophrenia,  severe  deDression.  and 
alcoholism  have  a  substantial  hereditary  component.  Unfortunately  as 
3^et,  this  knowledge  has  not  helped  us  to  develop  new  treatments. 

Since  we  usually  do  not  understand  the  causes  of  psychiatric  dis- 
orders, we  are,  perforce,  limited  to  an  empirical  approach  to  treatment. 
Given  the  situation,  it  is  essential  that  methods  of  care  be  critically 
assessed  so  that  we  may  winnow  out  the  effective  interventions  from 
those  that  are  only  plausible  or  even  evangelical. 

To  accomplish  this  goal,  a  new  scientific  methodologv  has  developed 
over  the  past  30  years,  the  controlled  clinical  trial,  which  enables  us 
to  judge  with  comparati^^e  certainty  how  effective  a  treatment  is. 

Senator  IMatsunaga  before  questioned  ^Ir.  Gross  about  this,  I  would 
just  make  the  point  that  in  the  comparison  of  treatments,  you  do  not 
treat  individuals,  you  treat  groups,  large  groups  of  people  who  are 
comparable  in  status  and  randomJy  assigned  to  the  different  treat- 
ments. Under  those  circumstances,  you  can  make  very  firm  statements 
about  the  relative  merits  of  different  treatments. 

The  advance  of  the  controlled  clinical  trial  was  largely  prompt,ed 
by  the  discovery  of  psychiatric  medications  which  necessitated  new 
reliable  dia^iostic  techniques  for  the  establishment  of  accurate  pre- 
scription. The  development  of  antipsychotics,  antidepressants,  anti- 
anxiety agents,  and  others,  not  only  revolutionized  treatment,  but  did 
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so  in  a  manner  unprecedented  in  the  history  of  psychiatry.  For  the  first 
time,  treatment  rested  on  facts,  not  on  fads. 

These  ne^v  evaluative  methods  have  been  applied  to  other  psychiatric 
treatments  with  surprising  and  often  disturbing  results.  For  instance, 
controlled  studies  of  length  of  hospitalization  have  shown  that  pro- 
longed intensive  hospital  care  is  no  better  than  shorter  care.  Other 
studies  have  shown  that,  for  many  patients  who  are  not  a  clear  menace 
to  themselves  or  others,  partial  hospitalization,  such  as  day  liospitals, 
may  be  more  effective  than  full  hospitalization,  while  being  much 
cheaper. 

A^^ien  we  turn  our  attention  to  the  field  of  psychotherapy,  we  find 
that  it  has  been  very  sparsely  studied,  despite  the  statements  of  the 
former  witnesses,  and  that  the  few  studies  that  have  been  done  are 
often  poor  in  quality.  I  am  referring  to  studies  of  defined  groups  with 
severe  mental  illness. 

A  review  of  the  best  psychotherapy^  studies  does  not  incite  optimism, 
since  most  do  not  show  beneficial  effe<:ts,  and  at  times  even  show  harm- 
ful ones. 

I  would  like  to  make  the  point,  if  I  might  divert  from  my  writing, 
the  previous  witnesses  made  the  point  that  the  provision  of  psycho- 
therapy decreased  the  utilization  of  medical  services,  and  I  think  that 
ver}?-  likely  their  facts  are  correct.  But  they  did  not  deal  with  the  issue 
of  whether  there  was  anything  specific  about  the  particular  services 
given  these  patients. 

It  is  quite  conceivable  that  this  was  a  variety  of  rent-a-friend  type 
of  treatment  in  which  any  sort  of  personal  attention  by  a  nontrained 
person  would  have  had  the  same  effect. 

Initiating  a  program  of  Federal  support  for  psychotherapy  would 
be  taking  a  great  deal  on  faith  and  testimony,  since  proper  scientific 
documentation  is  currently  lacking.  However,  it  is  common  belief 
am.ong  the  psychiatric,  psychological,  and  social  work  professions  that 
patients  benefit  greatly  from  ps3^chotherap3\ 

This  area  is  of  considerable  importance.  It  is  conceivable  that,  in 
deference  to  much  professional  opinion.  Congress  might  allocate  funds 
for  time-limited  forms  of  psychotherapy;  of  say,  20  seSvsions  a  year. 
Though  this  ste])  would  be  a  feasible  social  compromise,  it  would  not 
speak  to  the  crucial  issues  of  efficacy. 

The  question  would  remain  as  to  whether  these  funds  were  allocated 
to  allow  ail  effective  treatment,  or  to  placate  professional  gTOups  and 
afford  patients  the  illusion  of  effective  care.  I  believe  that,  at  present, 
the  scientific  evidence  for  psychotherapy  efficacy  caimot  justify  public 
support.  Federal  funds  could  best  be  used  to  develop  and  expand  re- 
search programs  in  psychotherapy  for  well-diagnosed  patient  groui>s. 
rather  than  to  perpetuate  current  practice.  A  focused  5-  to  6-3'ear  re- 
search effort  would  provide  much  data  that  possibly  would  afford  a 
basis  for  a  reasonable  conclusion  concerning  Federal  support. 

Another  important  problematic  area  in  mental  health  care  delivery 
is  the  movement  toward  community  care  and  deinstitutionalization 
for  patients  with  severe  ment-al  illness. 

IJnfortmiately,  the  social  mechanism  for  providing  chronically  ill 
psychiatric  patients  with  adequate  pharmacotherapy,  guidance,  social 
and  vocational  rehabilitation,  housing,  trarisportation,  employment. 
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et  cetera,  has  been  very  poorly  conceived  and  funded.  Effective  liaison 
between  welfare  and  liealtii  services  is  essential,  and  is  largely 
nonexistent. 

Even  the  provision  for  more  narrowly-designed  psychiatric  care, 
such  as  in  the  comnnuiity  mental  health  centers,  has  been  grossly  defec- 
tive. A  properly  run  community  mental  health  center  requires  a  high 
level  of  psychiatric  expertise,  as  well  as  staff  devoted  to  rehabilitation. 
In  fact,  the  salaries  paid  at  most  community  health  centers  are  not 
competitive  with  psychiatric  private  practice.  Further,  because  of  the 
limited  resources  provided,  the  conditions  of  work  are  often  exasperat- 
ing and  demoralizing.  Therefore,  many  community  mental  health 
centers  have  not  had  the  psychiatric  leadership  or  staffing  required. 

In  an  eifort  to  make  the  best  of  a  bad  bargain,  many  such  services 
have  moved  in  the  direction  of  a  cheaper,  nonmedical  leadership  for 
both  diagnosis  and  prescription.  In  my  view,  this  step  has  been  a  false 
economy.  It  has  led  to  services  which  are,  in  the  aggregate,  both 
expensive  and  ineifective. 

Further,  such  services  have  frequently  relied  upon  such  forms  of 
psychosocial  intervention  as  individual  psychotherapy  or  parapro- 
lessional  guidance  whose  appropriateness  has  never  been  established 
and  is  very  doubtful.  There  has  been  a  desperate  lack  of  self -critical 
assessment  in  the  community  mental  health  service  movement. 

This  failure  in  self-assessment  is  now  bearing  bitter  fruit,  since  the 
current  general  disillusion  with  these  institutions  may  result  in  the 
dismantling  of  what  was  a  partial  inadequate  move  toward  a  positive 
social  and  medical  goal.  This  is  an  area  where  Federal  funds  for  psy- 
chiatric care,  augmented  by  humane  welfare  regulations,  allocated 
with  a  prior  requirement  for  objective  self -assessment  of  effectiveness, 
should  have  tremendous  social  and  personal  value. 

Federal  financing  of  such  relatively  limited,  but  socially  crucial 
programs,  would  not  break  the  bank. 

i  iirther,  in  terms  of  diagnosis,  the  most  national  cost-containment 
approach  is  to  limit  services  to  specific  diagnoses  where  treatmentf 
benefit  can  be  expected,  based  on  objective  evidence.  For  such  a  limita- 
tion of  fmiding  to  work,  support  for  psychiatric  evaluations  is  essen- 
tial. This  may  be  either  outpatient  or  entail  short-term  diagnostic 
hospitalizations.  Optimal  psychiatric  diagnosis  requires  extensive 
clinical  experience  with  psychiatric  patients.  Also,  since  many  physi- 
cal illnesses  produce  mental  and  emotional  symptoms  the  diagnostician 
must  be  medically  trained. 

Only  well-trained  psychiatrists  approach  this  ideal.  Other  profes- 
sionals do  not  have  the  breadth  of  clinical  training  necessary.  This 
requires  careful  review,  as  to  just  what  are  the  training  programs  for 
the  variety  of  nonmedical  professions.  I  think  you  will  find  them 
inadequate. 

Unfortunately,  even  many  physicians  lack  the  background  to  do 
adequate  psychiatric  diagnosis  and  prescription  of  care. 

To  sum  up,  I  recommend  that  Federal  funding  should  be  allocated : 
One,  for  psychiatric  diagnostic  services. 

Two,  for  treatment  of  the  patients  with  well-defined  disorders  such 
as  schizophrenia,  major  depressive  illness,  severe  anxiety  states,  et 
cetera.  Such  patients  should  be  eligible  for  short-term  or  partial  hospi- 
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talization,  various  forms  of  organic  treatment,  and  tlie  use  of  reimburs- 
able ancillary  psychosocial  services. 

For  the  chronically  impaired,  treatment  should  be  available  in  self- 
assessing  community  services,  with  adequate  psychiatric  evaluation 
and  prescription  services  to  replace  the  current,  amorphous,  ineffective 
community  mental  health  service  model.  Dovetailing  with  much  better 
funded  and  directed  human  welfare  services  is  essential. 

For  the  very  severely  impaired  who  cannot  maintain  care  for  them- 
selves, including  many  of  our  geriatric  and  chronic  schizoplirenic 
patients,  support  of  humane  family  placement  or  high-level  custodial 
facilities  is  required.  In  addition,  given  current  knowledge,  funding 
for  psychotherapy  as  a  primary  form  of  care  is  premature.  Further 
research  may  alter  this  state  of  affairs. 

I  have  touched  on  many  points  using  a  broad  brush,  and  I  will  be 
glad  to  elaborate  in  any  way  that  you  find  helpful. 

Senator  Talmadge.  Doctor,  to  what  extent  can  too  much  emphasis 
on  mental  health  or  mental  illness  in  reliance  on  psychiatry  and 
psvchology  create  dependency  rather  than  self-reliance? 

Dr.  Klein.  I  think  it  is  important,  Senator,  to  make  a  distinction 
]>etween  people  who  reall;^  have  mental  illnesses,  diagiiosable,  severe 
mental  illnesses,  who  require,  if  anything,  more  care  because  they  are 
already  made  dependent  by  their  illness.  This  is  to  be  distinguished 
from  the  people  who  have  the  ordinary  run-of-the-mill  daily  un- 
liappinesses  where  reliance  upon  psychotherapy  may  actually  be 
deleterious  to  them. 

But  this  should  not  be  used  as  an  argument  against  the  provision  of 
such  care  for  those  people  who  really  need  it. 

Senator  Talmadge.  With  respect  to  the  diagnosis  and  treatment  of 
mental  illness,  and  based  upon  demonstrated  scientific  research  and 
experience,  what  types  of  insurance  coverage  do  you  believe  we  can 
provide  with  reasonable  confidence  ? 

Dr.  Kl^in.  Well,  I  am  not  an  expert  in  insurance  coverage.  I  know 
something  about  psychiatry.  My  suggestion  was  that  insurance  cov- 
erage be  limited  diagnostically  and  be  medically  centered,  and  that  the 
emphasis  should  be  made  upon  institutional  supplying  of  care,  short- 
term  hospitalization,  and  partial  hospitalization  as  being  very  cost- 
effective  methods  of  care,  and  the  use  of  psychosocial  services  in  an 
ancillary  way — that  is,  not  as  primary  service,  but  as  indicated  inter- 
ventions once  the  correct,  thoughtful  medical  psychiatric  evaluation 
lias  been  carried  out. 

Senator  Talmadge.  How  accurate  are  the  diagnoses  of  mental  ill- 
ness ? 

Dr.  Klein.  That  is  a  controversial  and  difficult  area.  Until  quite 
recently,  I  would  say  they  were  extremely  inaccurate.  The  vast  ma- 
jority of  studies  that  were  done  concerning  diagnosis  showed  low  re- 
liability. However,  this  has  rapidly  been  improved  in  the  past  10 
years,  largely  due  to  the  effort  of  a  number  of  scientists  based  in  St. 
Louis  and  in  New  York. 

The  finding  was  that  if  the  conditions  are  well-defined  so  that 
people  know  just  what  they  are  talking  about,  then  people  agree  with 
each  other  and  can  be  very  accurate  in  diagnosis.  As  long  as  you  de- 
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pend  upon  vague  definitions  given  in  a  sort  of  literary  style,  then  the 
diagnosis  are  poor,  but  we  are  getting  out  of  that 

Senator  Talmadge.  To  what  extent  are  people  with  physical  diffi- 
culties being  diagnosed  erroneously  as  mentally  ill  ? 

Dr.  Klein.  1  think  that  that  is  i^ositiveJy  common.  There  are  a  num- 
ber of  studies  indicating  that — there  is  an  excellent  study  that  was 
done  in  England,  for  instance,  at  the  Maudsley  Hospital  where  a 
large  number  of  patients  were  followed  up  who  were  diagnosed  as 
"hysterical."  A  very  substantial  portion  of  those  patients  were  dem- 
onstrated to  have  major  medical  disease  on  further  followup. 

I  think  it  is  essential  that  the  psychiatric  patient  receive  an  ade- 
quately medically-informed  workup. 

Senator  Talmadge.  Senator  Matsunaga  ? 

Senator  Matsunaga.  Thank  you,  Mr.  Chairman. 

Following  up  on  the  question  posed  by  the  chairman,  is  it  not  true 
that  mental  illnesses  are  frequently  diagnosed  as  physical  illnesses,  and 
they  subsequently  are  determined  to  have  been  mental  in  origin  rather 
than  physical  ? 

Dr.  Klein.  I  think  that  is  a  very  good  point.  I  think  that  is  correct. 
It  is  not  unusual  for  a  patient  to  present  a  variety  of  physical  symp- 
toms where  they  have  actually  a  psychiatric  illness  and  there  may 
often  be  an  incorrect  initial  diagnosis. 

Senator  Matsunaga.  Do  you  agree  that  there  are  illnesses  which  are 
purely  psychosomatic  in  instances  ^ 

Dr.  Klein.  No  ;  I  am  afraid  I  do  not  agree  with  that.  I  think  that 
emotional  factors  may  affect  the  course  of  diseases. 

Senator  Matsunaga.  What  is  your  definition  of  psychosomatic? 

Dr.  KxEiN.  The  term  refers  to  distinct  psychological  conflicts,  or 
are  caused  by  psychological  factors.  I  think  that  the  evidences  that 
such  illnesses  exist  is  miniscule.  Psychological  processes  may  eft'ect 
the  course  of  medical  illness  or  may  exacerbate  medical  illness.  The 
evidence  for  that  is  quite  good. 

Senator  Matsunaga.  So  frequently  it  w^ould  be  necessary  to  treat 
the  mental  causes  in  order  to  get  at  the  physical  illnesses  ? 

Dr.  Klein.  Frequently  it  would  be  necessary  to  give  a  person  some 
form  of  psychosocial  attention  in  addition  to  medication.  1  agree 
with  that.  The  question  is,  what  is  the  proper  form  of  psychosocial 
attention  ?  It  may  simply  be  the  expression  of  continued  interest  upon 
the  part  of  another  human  being  and  does  not  require  any  specific 
professional  training. 

That  is  a  researchable  question.  It  is  not  a  question  that  we  have  to 
debate  indefinitely.  What  you  must  do  is  take  people  who  have  com^ 
parable  illnesses ;  some  of  them  get  one  form  of  psychotherapy,  some 
of  them  get  another,  and  we  see  what  the  comparative  outcome  is. 
That  is  the  sort  of  research  that  the  Government  should  be  sup- 
porting. 

Senator  Matsunaga.  Are  you  a  practicing  M.D.  ? 
Dr.  Klein.  Yes. 

Senator  Matsunaga.  Have  you  ever  sent  your  patients  to  psycholo- 
gists ? 

Dr.  Klein.  For  psychotherapy  ? 

Senator  Matsunaga.  For  whatever  you  do,  for  psychoanalysis, 
or  . 


Dr.  Klein.  I  have  recommended  psychotherapy  to  many  of  my 
patients. 

Senator  Matsunaga.  You  have  ? 

Were  they  sent  to  psychiatrists  or  psycholojj^ists  ? 

Dr.  Klein.  It  depended.  If  I  thought  that  they  had  the  sort  of 
illness  that  required  the  use  of  medication,  I  would  send  them  to  a 
psychiatrist.  Of  course,  that  would  simplify  their  care. 

If  I  was  convinced  in  my  own  mind,  they  had  the  sort  of  problem 
for  which  medication  or  medical  evaluation  was  no  longer  relevant, 
then  a  psychologist  might  very  well  be  the  person  to  care  for  them. 

But  I  would  like  to  make  a  point.  As  a  doctor,  it  is  out*  duty  to  do 
everything  that  we  think  might  possibly  pay  off  for  the  patient. 
That  does  not  mean  that  we  always  do  things  that  we  know  are  scien- 
tifically correct. 

Senator  Matsunaga.  Well,  you  have  clearly  made  the  point  that 
you,  youself,  have  recognized  the  need  for  the  services  of  psycholo- 
gists for  some  of  your  patients. 

Dr.  Klein.  That  is  true,  and  the  need  for  social  workers  and,  for 
some  of  them,  the  need  for  friends. 

Senator  Matsunaga.  You  stated  that  studies  are  lacking — or,  to 
the  effect  that  there  are  no  scientific  studies  to  show  the  value  of 
psychiatric  evaluation  and  treatment.  Did  I  understand  you  correctly? 
I  lost  the  place  that  I  had  marked. 

Let  me  withdraw  that  question,  and  ask  you  this  instead.  You 
stated  on  page  5  of  your  testimony  that  only  well-trained  psychiatrists 
approach  the  ideal  of  "optimal  psychiatric  diagnosis,"  and  that  other 
professionals  do  not  have  the  breadth  of  clinical  training  necessary 
for  proper  diagnosis  of  mental  illnesses. 

This  would  seem  to  indicate  that  perhaps  you  do  not  include  psy- 
chologists among  those  w^ho  you  claim  to  have  the  breadth  of  clini- 
cal training  necessary,  and  yet  you  have,  yourself,  referred  your  pa- 
tients to  psychologists. 

Dr.  Klein.  After  tliey  have  been  seen  by  me.  That  is  quite  different 
from  somebody  else  having  the  primary  responsibility  for  evaluation 
and  prescription. 

Senator  ^Iatsunaga.  I  think  elsewliere  you  did  mention  the  lack  of 
sufficient  studies.  As  a  matter  of  fact,  you  mentioned  the  fact  that  these 
were  jrroup  studies  and  not  individual  studies,  referring  to  a  question 
that  I  had  put  earlier,  to  an  earlier  witness. 

Now,  you  have  heard  the  testimony  of  the  earlier  witnesses.  Dr. 
Cummings,  for  example,  who  referred  to  studies  done  at  Kaiser  hos- 
pit'als,  done,  again  on  the  basis  of  groups.  His  study  seemed  to  indi- 
cate rather  conclusivelv  that  in  fact  psychiatric  treatment  or  psycho- 
therpy  or  whatever  the  term  might  be  applied,  did  shorten  the 
period  of  illness,  even  if  such  illnesses  were  diagnosed  to  be  physical 
in  nature. 

Dr.  Kletn.  Senator,  I  did  not  challenge  the  facts.  I  challenged  the 
interpret'ation.  It  was,  probably  as  stated,  that  these  people  required 
less  medical  care  if  they  were  given  psychotherapy.  But  psychotherapy 
does  not  necessarily  mean  provision  of  care  by  a  psychologist.  It  is  con- 
ceivable that  they  would  have  gotten  exactly  the  same  effect  if  they 
had  talked  with  a  Boy  Scout  leader  or  if  they  had  talked  to  somebody 
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who  was  completely  untrained.  That  was  not  tested  in  that  study,  and 
that  is  the  sort  of  testing  that  should  be  done. 

Senator  Matsunaga.  But  would  you  not  concede  that  psychologists 
are  better  trained  in  the  diagnosis  and  treatment  of  mental  illnesses  so 
that  you  would  refer  your  patients  to  a  psychologist,  but  not  to  a  Boy 
Scout  leader  ? 

Dr.  I&.EIN.  I  would  concede  that  I  would  do  exactly  that,  but  not 
that  the  Federal  Government  should  support  what  is  a  desperate  tiling 
to  do,  which  is  to  use  a  form  of  treatment  for  wliich  the  efficacy  has 
not  been  specifically  established. 

If  you  remember,  Mr.  Gross,  for  instance,  referred  to  the  work  of 
Dr.  Strupp  in  which  he  compared  psj^chiatrists,  psychologists  and 
people  who  were,  you  know,  university  professors  in  the  efficacy  of 
their  attempting  to  help  people  and  found,  really,  very  little 
difference. 

Now,  I  thinly  it  is  possible — you  must  not  misunderstand  me — I 
think  that  psychotherapy  is  useful  for  many  people.  I  can  think  spe- 
cifically of  patients  who  are  phobic  patients,  patients  with  sexual  dif- 
ficulties, where  I  think  there  is  considerable  evidence  that  psycho- 
therapy may  be  very  useful  to  these  people.  I  am  also  saying  it  is  not 
established,  and  that  before  you  go  into  the  Federal  funding  of  what 
will  be  a  very  costly  treatment  program,  that  you  ought  to  fund  the 
kind  of  research  that  will  get  you  the  answers. 

If  it  were  demonstrated,  for  instance,  that  the  provision  of  psycho- 
therapy by  Ph.  D's  was  specifically  useful  for  the  care  of  these 
patients,  I  would  be  all  for  it.  They  would  have  my  entire  support. 

Senator  Matsunaga.  I  have  other  questions,  Mr.  Chairman,  but  I 
do  not  wish  to  take  too  much  time. 

Senator  Talmadge.  Do  you  want  to  submit  them  to  the  witness  for 
response  ? 

Senator  Matsunaga.  I  may  submit  to  you  a  few  questions  in  writing, 
but  time  is  fleeting  by. 

Senator  Talmadge.  The  responses  will  be  placed  in  the  record. 
Dr.  Klein.  I  would  be  delighted  to. 
Senator  Talmadge.  Senator  Laxalt? 

Senator  Laxalt.  Doctor,  just  a  question  or  two.  Do  I  understand 
your  testimony  to  the  effect  that  you  are  closing  the  door  entirely  to 
psychologists,  in  terms  of  Federal  funding  ? 

Dr.  Klein.  No,  I  stated  that  there  were  severely  ill  patients  who 
required  the  care  prescribed  by  a  psychiatrist,  that  this  care  often  in- 
cludes the  provision  of  ancillary  psychosocial  services,  in  the  current 
organization  of  care  within  institutions.  Such  ancillary  psychosocial 
services  are  often  provided  by  psychologists,  social  workers,  occupa- 
tional therapists,  registered  nurses,  et  cetera.  All  of  those  ancillary 
psychosocial  services  should  be  reinilDursable,  in  my  view. 

Senator  Laxalt.  But  under  the  direct  supervision  and  control  of 
psychiatrists.  Is  that  your  point  ? 

Dr.  Klein.  That  is  my  point. 

Senator  Laxalt.  Do  you  see  any  framework  under  which  the  psy- 
chologists could  function  by  themselves  independent  of  the  psychiatric 
profession  ? 


51 


Dr.  IvLEix.  I  think  that  would  be  incorrect,  as  I  understand  things. 
Senator  Laxalt.  That  is  on  the  basis  of  insutiicient  data  ? 
Dr.  IvLEix.   On  the  basis  of  insufficient  data,  and  personal 
observation. 

Senator  Laxalt.  It  is  true,  is  it  not,  that  there  are  several  States 
that  have  made  this  determination  in  favor  of  the  psychologists  in  con- 
nection with  medicaid  ? 

Dr.  KiEix.  I  believe  so,  sir. 

Senator  Laxalt.  How  is  that  working  in  those  States  ? 

Dr.  Kleix.  I  do  not  believe  it  has  been  assessed ;  however,  I  would 
certainly  be  glad  to  try  to  review  the  facts,  if  they  were  available. 

Senator  Matsuxaga.  I  did  not  hear  that  answer.  Yv'ill  3-ou  repeat 
that? 

Dr.  Kleix.  I  say  that  I  believe  that  has  not  been  done.  I  do  not 
personally  know  of  any  systematic  assessment  of  effectiveness  under 
those  circumstances.  Such  a  systematic  assessment  would  have  to  be  a 
comparative  assessment  in  which  similar  patients  are  treated  dif- 
ferently, and  then  the  comparative  outcomes  are  measured,  and  I  do 
not  believe  that  has  been  done. 

Senator  Laxalt.  I  gather,  again,  in  getting  at  your  testimony,  that 
if  we  were  able — and  that  would  be  a  challenging  task,  I  know — but 
with  the  data  that  is  available  in  ail  of  these  various  States  and  other 
data  which  you  have  presented  to  us,  to  build  surHcient  criteria  so  that 
the  ptiblic  and  patient  is  protected,  would  you,  imder  those  circum- 
stances, still  have  an  objection  to  their  operating  on  their  own? 

Dr.  IvLEix.  If  convincing,  scientific  e^ddence  was  available  that  they 
were  functioning  effectively  on  their  own,  I  not  only  would  not  object 
to  it,  I  would  support  it. 

Senator  Laxalt.  It  would  seem  to  me,  from  what  little  I  know,  that 
they  could  be  very  supportive  in  tliis  whole  field,  and  I  would  think, 
in  reeognizing  the  concern  and  anxiety  3^our  profession  has,  lest  the 
whole  field  be  usurped  by  a  lot  of  people  who  are  not  qualified,  other- 
wise it  would  seem  to  me,  in  a  lot  of  these  areas,  particularly  on  the 
community  level,  that  you  would  welcome  this  service. 

Dr.  Kleix.  I  welcome  any  well-demonstrated  service. 

Senator  Laxalt.  Then  that  is  the  key,  well  demonstrated. 

Senator  ^L\tsuxaga.  Would  the  Senator  yield  ? 

Senator  Laxalt.  Surely. 

Senator  jMatsux^'aga.  Is  it  not  true  that  a  large  number  of  doctors 
who  are  not  psychiatrists  treat  their  patients  for  mental  illnesses,  and 
bill  them  for  psychotherapy  or  psychotherapeutic  treatment  ? 

Dr.  Kleix^.  I  believe  that  is  true,  yes,  sir. 

Senator  xvIatsuxaga.  This  would  seem  to  indicate  that  perhaps  even 
within  the  medical  profession,  which  you  represent,  there  are  those 
who  ought  not  to  be  practicing  what  they  are  practicing  and  refer  their 
patients  to  better-trained  psychologists.  Is  that  not  true  ? 

Dr.  IvLEix.  I  hardly  represent  the  medical  profession.  I  think  they 
might  have  some  feelmgs  about  that,  also.  I  entirely  agree  with  you. 
I  was  objecting  to  a  particular  form  of  treatment,  no  matter  who  it 
was  done  by. 
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Senator  Mx\.tsunaga.  One  of  the  major  objectives — Mr.  Chairman, 
I  am  sorry  to  take  this  time.  I  should  have  asked  the  question  earlier, 
but  it  bothers  me  a  little — one  of  the  major  concerns  of  mine  and  Sena- 
tor Inouye's  in  introducing  the  bills  pending  before  this  subcommittee 
was  that  the  cost  to  the  patient  accelerates,  or  at  least  appears  to 
accelerate,  and  we  have  found  this  to  be  true  in  Hawaii,  when  an  M.D. 
refers  a  patient  to  a  psychologist  for  treatment,  and  makes  the  charge 
of  psychotherapy  on  his  bill,  for  services  rendered  by  psychologists. 
The  bill  is  normally  much  higher  than  what  the  psychologists  charged 
the  doctor  who  referred  the  patient  to  the  psychologist. 

In  Hawaii  we  have  found — and  I  do  not  know  whether  you  are 
cognizant  of  the  fact  that,  in  Hawaii,  we  do  recognize  psychologists  as 
representing  a  profession  which  may  practice  independently  of  physi- 
cians ;  the  cost  of  psychotherapeutic  treatment  has  consequently  been 
reduced  since  psychologists  were  recognized  as  independent  mental 
health  professionals. 

Dr.  Kleix.  Senator,  I  am  sure  you  are  correct  in  what  you  are  telling 
me,  but  what  I  am  focusing  on  is  not  so  much  the  cost  issues  as  the 
efficacy  issues.  If  efficacy  is  not  present,  it  does  not  matter  w^hat  the  cost 
is.  You  are  wasting  your  money. 

Senator  Matsuxaga.  Well,  whether  you  refer  him  to  a  psychologist 
or  whether  a  patient  goes  directly  to  the  psychologist,  if  it  is  the  case 
of  a  need  for  pure  treatment  of  a  mental  illness,  I  can  only  see  in- 
creased costs  when  an  M.D.  refers  the  patient  to  a  psychologist. 

Dr.  Kleix.  If  you  are  saying  that,  given  the  choice  of  two  useless 
things,  you  should  buy  the  cheap  one  rather  than  the  expensive  one,  I 
agree  with  you. 

I  am  saying  that  so  far,  the  efficacy  has  not  been  demonstrated. 

I  think  I  misspoke  myself  before  when  I  said— I  was  referring  to  a 
kind  of  treatment  to  which  I  objected  to.  I  did  not  mean  that.  I  am  re- 
ferring to  a  kind  of  treatment  for  which  Federal  fimduig  is  question- 
able, not  that  the  treatments  themselves  are  objectionable,  but  they 
simply  have  not  been  demonstrated  as  effective. 

Senator  Matsuxaga.  Of  course,  when  an  M.D.  refers  a  patient  to  a 
psychologist,  the  M.D.'s  treatments,  whatever  he  renders  through 
others  or  by  himself,  would  be  payable  through  Federal  funding, 
medicare  or  medicaid. 

Dr.  Kleix.  That  is  why  I  insisted,  as  the  first  point  in  my  recom- 
mendations, that  there  be  adequate  funding  for  proper  psychiatric 
diagnosis,  because  that  is  the  proper  gatekeeper  for  that  sort  of 
referral. 

Senator  Matsuxaga.  No  further  questions. 
Senator  Talmadge.  Thank  you. 
Thank  you  very  much,  doctor. 

The  next  witness  is  Dr.  James  L.  Cavanaugh,  clinical  director.  De- 
partment of  Psychiatry,  Rush-Presbyterian-St.  Lukes  Medical  Center, 
Chicago,  and  Dr.  Eoy  Menninger,  on  behalf  of  the  American  Psychi- 
atric Association. 

We  are  delighted  to  have  you,  gentlemen.  Please  insert  your  full 
statement  in  the  record  and  summarize  in  10  minutes. 
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STATEMENT  OP  JAMES  CAVANATJGH,  M.D.,  CLINICAL  DIEECTOE, 
DEPAETMENT  OP  PSYCHIATEY,  EUSH-PEESEYTEEIAN-ST. 
LUKES  MEDICAL  CENTEE,  CHICAGO,  ILL.,  AND  EOY  MENNINGEE, 
M.D.,  PEESIDENT,  THE  MENNINGEE  FOUNDATION,  TOPEKA, 
KANS.,  ON  BEHALF  OF  THE  AMEEICAN  PSYCHIATEIC 
ASSOCIATION 

Dr.  Cavanaugh.  Mr.  Chairman,  the  American  Psychiatric  Associa- 
tion, a  medical  specialty  society  representing  over  24,000  psychiatrists 
nationwide,  is  pleased  to  testify  before  your  subcommittee  on  the  issue 
of  mental  health  coverage  under  current  Federal  health  care  programs 
(including  medicare  and  medicaid)  and  under  any  national  health 
insurance  program  developed  by  Congress  and  the  administration. 

I  am  Dr.  James  Cavanaugh,  clinical  director  of  the  Department  of 
Psychiatry  at  Rush-Presbyterian-St.  Lukes  Medical  Center  in  Chi- 
cago. With  me  is  Dr.  Roy  Menninger,  president,  the  Menninger  Foun- 
dation, Topeka,  Kans. 

We  welcome  the  opportunity  to  appear  on  behalf  of  our  organization 
to  share  our  views  on  insurance  coverage  for  those  in  need  of  treatment 
for  nervous,  mental,  or  emotional  disorders,  both  as  now  permitted 
under  Federal  law,  and  as  may  be  developed  in  conjunction  with  a 
national  health  insurance  plan. 

Due  to  the  stigma,  fear,  and  misrepresentation  of  mental  illness — a 
tragedy  perpetuated  by  authors  such  as  Gross,  Szasz,  and  Ennis: 
the  media,  such  as  ABC's  televised  "Madness  and  Medicine";  and 
the  conduct  of  everyday  life  itself — persons  are  reluctant  to  seek 
mental  health  services.  Mentally  ill  persons  are  more  likely  than  those 
with  physical  illnesses  to  delay  or  to  reject  early  treatment.  We  are 
speaking  of  20  to  32  million  people  who  need  mental  health  care.  We 
are  speaking  of  2  million  individuals  who  have  been  or  would  be  diag- 
nosed as  schizophrenic ;  2  million  who  suffer  from  profound  depressive 
disorders;  more  than  1  million  with  organic  psychoses  of  toxic  or 
neurologic  origin  and  other  permanent  disabling  mental  conditions. 
This  is  a  large  segment  of  our  population  to  be  left  untreated,  un- 
cared  for,  and  therefore  not  part  of  the  working,  contributing  popu- 
lation that  weaves  the  economic  and  social  fabric  of  our  Nation. 

The  stigma  is  heightened  further  because  the  discrimination  has  be- 
come institutionalized — written  in  the  medicare  law,  written  in  the 
restrictive  language  for  treatment  of  mental  illness  contained  in  most 
of  the  national  health  insurance  bills  novf  pending  before  this  com- 
mittee, and  restrictive  measures  contained  in  most  private  health  in- 
surance plans.  All  suggest  that  mental  illness  is  grossly  different  from 
physical  illness — not  treatable,  not  reversible,  and  not  equally  reim.- 
bursable  when  treatment  is  provided. 

Such  is  now  the  case  with  medicare,  the  program  to  which  I  now 
turn  attention,  since  it  stands  as  a  gross  example  of  what  a  Federal 
health  insurance  program  has  done  to  assure  mentally  ill  elderly 
Americans  second-class  citizenship  compared  to  that  provided  to  them 
for  other  health  care.  I  am  speaking  specifically  of  the  restrictions  im- 
posed under  both  parts  A  and  B  which  arbitrarily  reduce  the  benefit 
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for  mental  healtli  treatment  below  those  benefits  provided  for  the 
balance  of  medical  care.  Part  A  limits  lifetime  inpatient  benefits  to 
190  daj'S,  and  part  B  limits  annual  outpatient  coverage  for  mental 
illness  to  $250  per  year  (resulting  from  a  $500  ceiling  and  a  50-percent 
copayment )  — including  ancillary  medical  services. 

The  mentally  ill  elderly  are  stigmatized  thrice — once  by  the  fact  of 
old  age,  once  by  the  fact  of  mental  illness^  and  once  by  the  fact  that 
treatment  is  too  costly  beyond  the  limited  benefits  of  medicare. 

In  1971,  the  American  Psychiatric  Association  Task  Force  on  Aging, 
established  to  report  on  critical  mental  health  issues  identified  by  the 
1971  White  House  Conference  on  Aging,  pointed  out  that  progress 
made  during  the  previous  two  decades  had  been  minimal.  Among  the 
reasons  cited  were  the  growth  in  number  of  the  aging  population,  the 
recognition  that  their  diversified  needs  may  require  diversified  serv- 
ices, and  that  medicare  did  not  provide  sufficient  benefits  to  allow  ade- 
quate reimbursement  for  the  treatment  of  nervous,  mental,  or  emo- 
tional disorders. 

In  "Aging  and  Mental  Health,"  Dr.  Robert  Butler,  head  of  the 
ISTational  Institute  on  Aging,  pointed  out  that : 

Medicare  coverage  for  psychiatric  disorders  is  unrealistically  limited  and  was 
inserted  as  a  kind  of  afterthought.  *  *  *  The  system  obviously  affords  inade- 
quate coverage. 

The  benefits  of  expanded  mental  health  coverage  under  medicare 
are  many.  Too  often  the  elderly  are  told,  and  many  believe,  that  ad- 
verse psychological  symptoms  are  natural  aspects  of  growing  old. 
Senility  is  a  term  loosely  applied  to  thousands  of  older  Americans, 
yet  as  the  President's  Commission  on  Mental  Health  noted,  "as  many 
as  20  to  30  percent  of  those  so  labeled  have  specified  conditions  that 
can  be  diagnosed,  treated  and  often  reversed."  As  such,  medicare  costs 
would  be  ultimately  reduced,  and  those  individuals  with  reversible 
conditions  would  be  able  to  become  more  productive,  contributing  and 
independent  members  of  society. 

Elimination  of  the  discriminatory  caps  on  medicare  as  proposed  by 
Senator  Case  and  endorsed  by  the  APA,  would  have  other  effects.  As 
Senator  Case  pointed  out  when  he  introduced  the  Medicare  Mental 
Illness  Non-Discrimination  Act : 

Elimination  of  the  50-50  copayment  and  enactment  of  the  standard  80-20 
copayment  now  used  for  physical  health  care  will  go  a  long  way  to  ease  the  large 
cost  burden  imposed  on  those  in  need  of  mental  health  services. 

Elimination  of  the  190-day  lifetime  limit  for  inpatient  psychiatric  care  and 
substituting  the  "spell  of  illness"  definition  employed  for  the  rest  of  medical 
care  will  result  in  greater  attention  being  paid  to  appropriate  placement  in 
proper  facilities  for  those  in  need  of  mental  treatment  as  inpatients. 

Elimination  of  the  annual  $250  ceiling  on  outpatient  treatment  for  mental, 
nervous  or  emotional  disorders  will  result  in  greater  utilization  of  outpatient 
services. 

Moreover,  it  is  essential  to  recognize  that  adequate,  cost-effective 
mental  health  services  can  have  the  effect  of  lowering  the  cost  of  other 
health  care  services  by  as  much  as  50  percent  for  the  average  patient. 
This  is  evidenced  in  a  growing  number  of  studies. 

One:  In  Texas,  a  longitudinal  study  (1973-1977)  demonstrated 
that  access  to  needed  treatment  for  mental  illness  resulted  in  a  reduc- 
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tion  in  mean  length  of  stay  of  the  over-6o  patient  in  inpatient  facilities 
from  111  days  to  53  clays.  This  halving  of  hospital  stays  resulted  in  a 
cost  reduction  of  more  than  $1.1  million. 

i  wo:  Group  Health  Association  of  Washington  indicated  tliat  pa- 
tients treated  by  mental  health  providers  reduced  their  nonpsychiatric 
physician  usage  vrithin  the  HMO  by  30.7  percent  in  the  year  after 
referral  for  mental  health  care  compared  to  the  previous  year.  Use 
of  J^aboratory  and  X-ray  services  declined  by  29.8  percent. 

Three:  Kaiser  Plan  in  California  estimated  that  the  subsequent 
savings  for  each  patient  receiving  psychiatric  treatment  were  on  the 
order  of  §250  per  year. 

Four :  Blue  Cross  of  vrestern  Pennsylvania  assessed  the  medical/ 
surgical  utilization  of  a  group  of  subscribers  who  used  a  psycotherapy 
outpatient  benefit  in  connnimity  mental  health  centers  with  a  com- 
p>arison  group  of  subscribers  for  whom  such  services  were  not  made 
available.  The  findings  showed  that  the  medical/surgical  utilization 
rate  was  reduced  significantly  for  the  group  which  used  psychiatric 
benefits.  The  montlily  cost  per  patient  for  medical  services  was  more 
than  halved — dropping  from  $16.47  to  $7.06,  and  overall  costs  were 
reduced  by  31  percent,  even  when  the  cost  of  mental  health  treatment 
was  factored  in. 

_  The  cost  of  such  legislation  proposed  by  Senator  Case — $45  mil- 
lion— is  fiscally  responsible.  The  cost  developed  by  the  Social  Secu- 
rity Administration,  and  borne  out  by  the  report  of  the  President's 
Commiission  on  Mental  Health,  does  not  rehect  the  savings  to  be 
realized  from  anticipated  lower  hospitalization  expenditures  or  the 
substitution  for  existing  part  B  expenditures.  As  noted  in  the  Texas 
study,  if  the  $1.1  million  savings  were  extrapolated  to  the  entire  medi- 
care population  in  need  of  mental  health  care,  the  effect  could  be 
a  significant  lowering  of  overall  medicare  costs. 

One  of  the  mandates  of  the  Older  American  Act  of  1965,  recently 
Tea^uthorized  by  both  the  House  and  Senate  and  now  awaiting  con- 
ference, is  to  assure  independence  and  dignity  to  this  Nation's  elderly 
l^opulation.  A  major  step  in  that  direction  would  be  taken  by  ending 
arbitraiy  discrimmation  against  the  mentally  ill  elderly  who  are 
doubly  danmed  by  the  stigmas  of  age  and  mental  illness. 

Before  concluding,  it  is  important  to  point  out  that  a  major  issue 
raised  whenever  mental  health  insurance  coverage  is  considered  is 
that  of  direct  reimbursement  to  other  mental  health  professionals  and 
paraprofessionals  who  treat  individuals  with  nervous,  mental  or  emo- 
tional disorders.  We  cannot  fully  support  direct  reimbursement  to 
other  mental  health  professionals,  unless  their  disorders  are  defined 
carefully  or,  alternatively  unless  the  Congress  would  authorize  the  pro- 
vision of  medically  necessary  or  other  supportive  human  services  ui 
treating  nervous,  mental  or  emotional  disorders. 

We  believe  that  if  direct  reimbursement  for  other  mental  health  care 
providers  is  to  be  considered,  it  is  to  be  done  so  with  clear  specificity 
for  the  circumstances  surrounding  nervous,  mental  or  emotional  dis- 
orders, which  authorize  differences  for  collaborative  or  individual  in- 
dependent responsibilities. 

We  are  hopeful,  Mr.  Chairman,  that  you  will  give  careful  considera- 
tion to  the  serious  and  unmet  needs  of  these  requiring  treatment  for 
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nervous,  mental  or  emotional  disorders,  and  that  you  will  imple- 
ment the  lecommendations  of  the  President's  Commission  on  Mental 
Health  and  those  made  almost  10  years  ago  by  the  White  House  Con- 
ference on  Aging  concerning  future  directions  in  mental  health  care 
both  now  and  during  serious  consideration  of  a  national  health  in- 
surance program  for  our  entire  Nation. 
Thank  you. 

Senator  Matsunaga.  Thank  you,  Dr.  Cavanaugh. 

Any  questions,  iSenator  Dole  ? 

Dr.  Menninger,  do  you  have  a  statement  ? 

Dr.  Menninger.  I  had  some  comments  to  make,  unless  there  is  no 
time,  in  which  case  I  will  submit  them  in  writing. 

Senator  Matsunaga.  You  may  proceed.  Can  you  do  it  in  3  minutes 
or  5? 

Dr.  Menninger.  I  will  surely  try. 

I  wish  to  speak  to  an  issue  which  is  not  directly  addressed,  and  that 
has  to  do  with  the  definition  of  quality.  My  concern  is  that  in  any 
program  of  mandated  care,  there  is  a  tendency  to  lump  everybody 
together  and  then  have  to  use  rather  formal  definitions  for  what  treat- 
ment will  be  prescribed.  In  other  words,  a  patient  with  diagnosis  x 
should  get  treatment  by  electric  shock  8  times  in  21  days  hospital- 
ization. 

Of  great  concern  to  me  is  the  tendency  to  ignore  individual  dif- 
ferences. My  testimony,  sir,  provides  some  definitions  of  quality  other 
than  that.  I  have  offered  one,  in  particular,  that  quality  is  a  function 
of  putting  together  three  things :  What  the  problem  is,  what  the  out- 
come should  be,  and  what  the  approach  should  be. 

It  seems  to  me  that  to  try  to  address  all  three  of  these  with  a  simple 
definition  of  diagnosis  Avill  do  a  great  injustice  to  a  great  many  pa- 
tients. The  problem,  therefore,  is  how  to  determine,  within  reasonable 
measures,  what  this  goodness  of  fit  might  be.  Here  I  rely  very  heavily 
on  the  concept  of  peer  review. 

I  would  urge  that  any  system  for  mandated  care  put  considerable 
emphasis  on  colleagues  working  together  to  define  the  quality  of  treat- 
ment, the  course  of  treatment,  the  duration  of  treatment,  and  the 
adequacy  of  treatment.  It  is,  parenthetically,  for  this  reason,  that  the 
Mayo  Clinic  in  Topeka  exists.  We  have  the  firm  belief  that  a  collec- 
tion of  colleagues,  psychologists,  social  workers,  nurses,  as  well  as 
physicians  and  others,  are  required  to  provide  adequate  treatment  for 
very  complicated  psychiatric  problems. 

Our  position  would  be  that  it  is  this  kind  of  groupings  of  colleagues, 
in  effect  the  creation  of  a  team  committed  to  the  care  of  the  patient, 
that  will  do  the  best  job  toward  determining  and  then  maintaining  a 
level  of  quality  that  will  truly  address  the  nature  of  the  patient's 
problem. 

I  would  urge,  therefore,  that  some  thought  be  given  to  the  use  of  the 
kind  of  definition  of  qualit^^  I  have  proposed  and  second,  heavy  reli- 
ance be  placed  on  a  peer  review  system  in  order  that  the  best  of  neces- 
sarily imperfect  knowledge  be  brought  to  bear  on  the  many  problems 
with  which  we  are  confronted. 

Thank  you. 

Senator  Matsunaga.  Senator  Dole  ? 
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Senator  Dole.  Do  I  understand  the  cost,  the  estimated  cost,  of 
Senator  Case's  proposal  is  $45  million  ? 

Dr.  Cavanatjgh.  That  is  my  understanding,  Senator. 

Senator  Dole.  That  is  the  cost  developed  by  the  Social  Security 
Administration  ? 

Dr.  Cavanaugh.  That  is  true. 

Senator  Dole.  I  was  not  certain,  from  your  statement.  I  probably 
should  know  but,  in  addition,  what  about  those  from  zero  to  medicare 
age  ?  What  is  available  for  those  under  21  and  those  from  21  to  65  or  62, 
or  those  who  are  totally  disabled  ? 

Dr.  Cavanaugh.  In  terms  of  mental  health  care  benefits,  it  is  quite 
a  scattered  picture,  but  similar  in  that  most  policies  provided  for  them 
are  deficient  for  mental  health  care  services,  with  one  possible 
exception,  inpatient  care  benefits. 

By  and  large.  State-based  plans,  third-party  carrier  plans.  Federal 
plans,  on  a  consistent  basis,  discriminate  against  the  mentally  ill  by 
not  providing  comparable,  comprehensive  mental  health  care  services  in 
comparison  to  care  for  physical  illnesses. 

Senator  Dole.  Is  it  true  that  the  vast  majority  of  psychiatrists  in 
the  Nation's  and  State  mental  hospitals  are  foreign-trained  and  have 
not  passed  the  State  licensing  exams  ? 

Dr.  Cavanaugh.  There  is  a  percentage  of  individual  physicians, 
both  foreign  medical  graduates  and  others,  who  are  practicing  in  State 
liopsitals,  many  of  whom  are  not  psychiatrists.  In  other  words,  they 
have  not  been  trained  as  psychiatrists  and,  in  fact,  are  operating  as 
general  medical  officers  acting  as  physicians  in  the  State  medical 
system  that  have  not  met  some  of  those  requirements  that  you  have 
alluded  to. 

I  do  not  have  available  the  exact  nimibers,  but  I  would  be  happy  to 
provide  that  information  to  you  at  a  later  date. 

[The  following  was  subsequently  supplied  for  the  record :] 

American  Psychiatric  Association, 
Washififfton,  D.G.,  Sept&mher  21, 1978. 

Hon.  Herman  Talmadge, 

Chairman,  Health  Suhcommittee,  Senate  Finance  Committee, 
U.S.  Senate,  Washington,  B.C. 

Dear  Senator  Talmadge:  During  the  course  of  the  American  Psychiatric 
Association  testimony  at  your  Subcommittee  hearing  regarding  mental  health 
coverage  under  Medicare,  Medicaid  and  any  future  nation  health  insurance 
program,  Senator  Dole  requested  information  about  the  numbers  of  non-licensed 
Foreign  Medical  Graduates  (FMG's)  serving  in  state  and  local  mental  hospitals, 
and  we  are  pleased  to  submit  the  following  response. 

According  to  a  report  entitled  "Psychiatry  and  Mental  Health  Manpower," 
submitted  by  APA  Vice  President  Donald  G.  Langsley,  M.D..  to  the  President's 
Commission  on  Mental  Health,  over  fifty  percent  of  psychiatrists  in  state  and 
county  mental  hospitals  are  Foreign  Medical  Graduates. 

State  mental  hospitals  have  consistently  had  difficulty  in  recruiting  qualified 
psychiatrists.  A  1976  telephone  survey  confirmed  the  shortages  of  psychiatrists 
in  state  hospitals  and  found  that  those  hospitals  with  residency  training  programs 
(particularly  those  affiliated  with  universities)  employed  significantly  more 
psychiatrists.  Nine  states  which  employed  more  psychiatrists  and  had  signifi- 
cantly smaller  proportions  of  FMGs  were  those  which  had  residency  training 
programs  with  university  affiliations  (Knesper,  D.  J.:  University  of  Michigan). 

Nevertheless,  state  hospitals  are  still  highly  dependent  upon  FMGs,  including 
those  who  are  not  licensed.  A  telephone  survey  in  August,  1977,  of  all  states 
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(43  reporting)  revealed'  that  of  all  psychiatrists  in  practice  in  state  mental 
hospitals,  13  percent  are  FMG's  who  are  unlicensed  in  the  state  in  which  they 
practice,  and  another  17  percent  are  FMG's  in  residency  training.  Moreover, 
since  state  hospitals  cannot  recruit  enough  psychiatrists,  they  often  also  staff 
with  physicians  who  are  not  psychiatrists.  Of  those  physicians,  24  percent  are 
FMG's  who  are  unlicensed  in  the  state  in  which  they  practice. 

Thus,  of  a  total  of  5,592  persons,  including  psychiatrists,  residents  and  other 
physicians  in  state  mental  hospitals,  27.5  percent  are  FMG's  wlio  are  unlicensed. 

^Ye  trust  this  information  is  responsive  to  the  question  presented  at  the  hear- 
ing. Should  the  Committee  require  additional  information,  we  would  be  pleased 
to  be  of  assistance. 

With  best  wishes, 
Sincerely, 

Jay  B.  Cutlee, 
Special  Counsel  and  Director, 

Government  Relations. 

Senator  Dole.  On  behavioral  concerns,  do  you  have  any  opinion  on 
that? 

Do  you  agree  with  that,  or  disagree  with  that  ? 

Dr.  Cavanaugh.  Could  you  restate  the  question,  please  ? 

Senator  Dole.  It  has  been  alleged  that  there  have  been  far  too  many 
prescriptions  written  for  mental  illness  or  behavioral  concerns. 

Dr.  Cavanaugh.  I  think  there  certainly  are  a  wide  spectrum  of  il- 
nesses  for  which  appropriate  medications  are  prescribed,  and  are  ef- 
fective. However,  we  do  note  that  in  this  country  there  is  overutiliza- 
tion  of  many  of  what  are  called  psychoactive  drugs,  minor  tranquil- 
izers, and  of  course,  one  would  not  want  to  leave  out  alcohol  which  is 
probably  the  most  abused  substance  of  all. 

So  that  clearly,  in  my  opinion,  your  statement  is  an  accurate  state- 
ment. 

Dr.  Menninger.  Senator,  if  I  may  add  to  that  response,  it  is  alleged 
that  the  largest  single  prescription  of  available  drugs  is  for  librium 
and  those  drugs  related  to  it,  and  the  largest  proportion  of  those  pre- 
scriptions are  not  written  by  psychiatrists  but  by  general  physicians. 

I  think,  rather  than  simply  noting  that  they  are  writing  too  many, 
it  might  be  appropriate  to  ask  why  that  is  so.  Certainly  part  of  the 
problem  is  that  a  large  portion  of  the  patients  who  come  to  them  for 
ostensibly  medical  difficulties  are  actually  struggling  with  psychiatric 
problems  or  psychiatric  disturbances  which  they  cannot  handle. 

Unfortunately,  many  of  the  physicians  cannot  handle  them  either, 
so  they  use  the  medication  as  a  stopgap.  The  answer  to  that  might  be  to 
make  more  kinds  of  psychological  and  psychiatric  experiences  avail- 
able to  a  broader  range  of  physicians. 

Senator  Dole.  Is  there  any  limit  on  what  we  should  be  covering 
at  this  time  ?  Are  there  some  obvious  methods  and  theories  of  diag- 
nosis and  treatment  that  we  should  avoid  covering  at  this  time  ? 

Dr.  Cavanaugh.  I  think  that  we  should  be  emphasizing  the  coverage 
of  major  psychiatric  illness,  the  major  diagnosis  including  schizo- 
phrenic disorders,  major  affective  disorders  that  are  referred  to  as 
the  most  serious  psychoneurotic  disorders,  and  a  rather  broad  spec- 
trum of  disorders  in  which  physiological  disfunctions  do  appear  to 
be  related  to  psychological  problems  that  an  individual  may  be  ex- 
periencing. 

I  woukl  opt  for  a  predominant  emphasis  on  major  psychiatric  ill- 
ness coverage  in  any  health  insurance  plan.  As  stated  earlier,  there 
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really  is  quite  a  deficiency  of  outpatient  benefit  coverage  for  even  the 
most  serious  types  of  psychiatric  illness.  There  is  better  coverage  on 
an  inpatient  basis. 

Of  course,  while  this  does  seem  quite  clearly  to  raise  the  overall  cost 
of  health  care,  there  are  studies  being  developed,  as  I  alluded  to  in  the 
testimony,  that  demonstrate  that  when  ambulatory  outpatient  psy- 
chiatric benefits  are  provided  overall  health  care  expenditures  can  be 
reduced. 

Senator  Dole.  In  foUowup  to  that,  maybe  Dr.  Menninger  might 
comment  on  the  success  you  are  having,  and  others,  in  getting  people 
out  of  institutions  into  the  outpatient  area. 

Dr.  Mennixger.  I  would  confirm  that  and  what  Dr.  Cavanaugh 
has  just  mentioned.  One  of  the  most  serious  problems  with  today's  in- 
surance coverage  is  that  it  puts  a  premium  on  hospitalization.  I  hap- 
pen to  believe  that  there  is  an  important  role  for  hospitalization  for 
certain  seriously  ill  patients,  and  I  am  very  much  aware  that  some- 
times the  only  way  that  you  can  make  that  evaluation  is  to  admit  the 
patient  for  diagnostic  evaluation. 

However,  most  insurance  coverage  will  not  cover  an  evaluative  pro- 
cedure. Therefore,  patients  will  be  admitted  to  a  hospital,  thereby 
raising  the  cost  for  a  procedure  that  could  be  done  prior  to  admission 
and  perhaps  make  hospitalization  unnecessary.  There  is  a  similar 
problem  at  the  other  end.  That  is,  it  would  be  well  if  coverage  could 
be  made  available  for  partial  hospitalization  so  we  could  more  readily 
substitute  less  expensive  forms  of  hospital  care  by  keeping  the  pa- 
tient in  treatment,  but  not  having  to  pay  the  residential  costs  that 
are  also  part  of  full-time  hospitalization.  Part-time  hospitalization 
would  enable  us  to  carry  on  treatment  but  to  have  the  patient  live  at 
home  or  in  a  much  more  inexpensive  setting. 

As  it  is,  neither  is  presently  available — evaluation  or  partial  hospi- 
talization. 

Senator  Dole.  Finally,  is  there  a  role  for  community  health  centers  ? 
Dr.  Menninger.  Absolutely. 

Senator  Dole.  Is  the  record  there,  the  evidence  there  ? 

Dr.  I^Ienninger.  The  commimity  mental  health  system  has  had  a 
great  deal  of  difficulty.  It  was  inspired  by  enthusiasm,  not  buttressed 
by  as  many  facts  as  were  needed,  but  I  am  quite  sure  that  there  is  an 
important  role.  My  emphasis  would  tend  to  be  away  from  the  solo 
practitioner  and  towards  those  practitioners  working  together  in 
groups. 

Psychiatry  and  the  issue  of  m.ental  illness  are  too  complicated  to 
assume  that  one  person  has  all  the  answers.  We  rely  very  heavily  on 
the  services  of  the  members  of  a  team.  Unless  you  can  put  together  a 
team,  I  do  not  believe  that  jou  can  be  as  confident  about  the  quality  of 
care  as  otherwise. 

Dr.  Cavanaugh.  I  believe  the  American  Psychiatric  xA.ssocia.tion 
would  want,  as  I  believe  the  Federal  Government  now  is.  to  take  a 
closer  look  at  the  cost-effectiveness  of  the  community  mental  health 
center  movement.  Clearly,  there  are  many  stories  of  both  great  success 
and  great  failure  within  the  system. 

Organized  psychiatry  is  concerned  about  the  general  trend  toward 
deprofessionalization  that  seems  to  be  occurring  in  some  of  the  major 
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mental  health  centers  in  the  United  States.  We  are  concerned,  but  in 
no  way,  should  that  he  interpreted  as  meaning  that  organized  psychi- 
atry is  opposed  to  the  community  mental  health  center  concept. 

Kather,  we  want  to  participate  in  taking  a  close  look  at  its  cost 
effectiveness  and  how  the  costs  are  being  translated  into  help  for  the 
mentally  ill  clients  who  are  going  to  such  centers. 

Senator  Dole.  I  would  like  to  say,  finally,  I  have  requested  a  study 
of  the  community  mental  health  centers,  and  hope  to  have  that  from 
HEW  sometime  soon. 

Thank  you. 

Dr.  Cavanaugii.  If  I  may,  our  staff  did  provide  me  with  the  answer 
to  the  question  about  the  percentage  of  foreign  medical  graduates  in 
the  State  mental  hospital  system.  Our  figures  indicate  that  approxi- 
mately 50  percent  of  the  State  mental  hospital  staffs  are  foreign 
medical  graduates. 

I  want  to  emphasize  the  point  that  I  made  earlier  that  those  foreign 
medical  graduates  in  the  State  mental  hospital  system  are  not  all  prac- 
ticing psychiatrists.  Many  of  them  are  practicing  general  medical 
oflicers  taking  care  of  the  physical  needs  of  the  mentally  ill  patients  in 
the  system. 

Senator  Dole.  Thank  you. 

Senator  Matsunga.  Dr.  Cavanaugh,  if  a  patient  appears  to  have  a 
somatic  problem,  such  as  an  ulcer,  would  a  psychiatrist  typically  at- 
tempt to  treat  this  problem,  or  refer  him  to  another  medical  specialist  ? 

Dr.  Cavanaugh.  In  the  process  of  evaluation  of  that  patient,  if  the 
suspicion  were  high  that  an  ulcer  were  present,  certainly  a  competent 
psychiatrist  would  refer  hun  to  a  colleague. 

Senator  Matsunaga.  Is  it  a  general  feeling  among  practicing  psy- 
chiatrists that  they  are  overloaded  with  work,  too  many  patients,  so 
that  they  are  unable  to  provide  the  necessary  time  to  any  one  patient  ? 

Dr.  Cavanaugh.  That  is  an  interesting  question.  I  certainly  would 
not  want  to  speak  for  all  psychiatrists.  If  I  can  use  my  own  example, 
my  own  practice,  I  think  I  am  very  busy,  do  a  lot  of  work,  but  I  can 
usually  handle  what  is  before  me. 

Certainly,  one  hears  the  concerned  voice  of  psychiatrists  who  are 
overworked  or  feel  they  cannot  take  care  of  everyone  they  would  like 
to.  I  would  imagine  that  is  a  common  complaint  for  many  concerned 
people,  not  just  psychiatrists. 

Senator  ^Iatsunaga.  I  was  leading  to  my  next  question  because  I 
have  frequently  heard  that  psychiatrists  are  overworked.  Do  you,  as  a 
psychiatrist,  know  of  other  psychiatrists  in  your  association,  who, 
because  of  being  overloaded  with  work,  or  because  they  think  that  the 
nature  of  the  illness  is  such  that  it  can  be  better  performed  by  a  psy- 
chologist, refer  such  patients  to  psychologists  ? 

Dr.  Cavanaugh.  I  have  done  that  myself.  Again,  referring  back  to 
some  of  Dr.  Klein's  testimony,  I  believe  that,  upon  appropriate  eval- 
uation, diagnosis  of  a  given  patient,  depending  on  their  particular 
needs,  I  think  it  is  well  within  the  limits  of  accepted  medical  practice 
to  refer,  if  it  is  a  mental  illness,  to  a  psychologist;  if  it  is  physical 
illness,  to  another  physician  or  a  physician  assistant. 
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It  depends  on  the  nature  of  the  properly  identified  diagnoses,  and 
•categorized  matching  of  patient  needs  with  the  level  of  professional 
care  required. 

Senator  ^Iatsuxaga.  "What  about  psychiatric  nurses?  Have  you  in 
your  own  experience  referred  any  of  your  patients  to  any  psychiatric 
nurses  ? 

Dr.  Cavanaugh.  I  have  not.  I  am  from  the  State  of  Illinois.  I  am 
aware  that  there  are  psychiatric  nurses  who  are  doing  the  private 
practice  of  mental  health  care  in  my  community  and  I  am  sure  that 
patients  are  being  referred  to  them  from  some  source.  I  would  have  to 
assimie  that  one  of  those  sources  might  be  my  colleagues. 

I  personally  have  never  had  that  particular  opportunity. 

Dr.  Mexxixger.  Tliis  is  a  practice  that  we  utilize  at  the  Menninger 
Foundation.  I  should  point  out  that,  once  again,  in  the  context  of 
colleagues  working  together,  not  in  reference  to  solo  individuals. 

Senator  ]\Iatsuxaga.  Would  you  have  any  objection  to  the  recogni- 
tion of  psychologists  and  psychiatric  nurses,  assuming  that  they  were 
trained  in  the  same  practice  mode,  as  independent  mental  health  pro- 
fessionals? That  is,  when  it  is  deemed  necessary,  and  whenever  a 
patient  requires  the  services  of  a  physician  or  a  psychiatrist,  would  you 
object  to  those  patients  being  directly  referred  to  the  other  mental 
health  professionals  ? 

Dr.  Mexxixger.  Senator,  are  you  referring  to  practitioners  within 
the  context  of  a  group  practice  of  some  kind,  or  are  you  referring  to 
these  persons  generally,  without  regard  to  whether  they  are  in  group  or 
individual  practice  ? 

Senator  ilAxsrrx'AGA.  I  am  referring  to  the  psychologists  and  psy- 
chiatric nurses  who  would  be,  by  change  of  law,  recognized  as  inde- 
pendent practitioners  and  be  authorized  to  bill  their  patients  directly. 

Dr.  ISIexxixger.  iSlj  feelings  about  that  are  quite  mixed.  I  Imow  very 
well  that  there  are  a  great  many  superb  practitioners  within  the  nurs- 
ing psychiatry-social  work  ranks.  I  do  know  that  not  all  of  the  people 
I  know  who  are  psychologists  are  competent  practitioners.  I  have  diffi- 
culty making  the  judgment  on  the  basis  of  discipline,  but  more  in  terms 
of  the  kind  of  training  they  have  had,  and  if  they  are  working  with 
colleagues  that  pro\dde  the  kind  of  peer  review  process  for  the  Irind 
of  qupJity  control  I  referred  to  earlier  for  blanket,  across-the-board, 
with  no  basis  for  knowing  about  the  qualifications,  I  would  have  trou- 
ble with  that. 

Senator  ]\Litsux'Aga.  They  would,  of  course,  be  required  to  be 
licensed  by  the  recommendation  of  the  duly  constituted  board  of  exam- 
iners, as  we  do  in  Hawaii.  You  would  not  have  any  objection  then  ? 

Dr.  IMexxixger.  I  would  ha.ve  to  think  about  that  for  a  moment. 

Dr.  Cavaxaugk.  Senator,  if  I  might  take  a  shot  at  that  question.  I 
believe  the  American  Psychiatric  Association  would  ha.ve  some  trouble 
with  that,  as  I  stated  in  the  testimony,  unless  the  area  of  practice  under 
discussion,  is  clearly  specified  and  what  the  limits  are  therein. 

Frankly,  in  my  opinion,  careful  attention  to  what  is  called  the 
triage  aspect,  how  the  individual  gets  into  the  system  is  crucial.  I 
believe,  as  an  individual,  and  the  American  Psychiatric  Association 
would  also  support  this,  that  the  point  of  entry  into  the  health  care 
system  should  be  through  a  physician.  Once  the  evaluation,  at  the 
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top  of  the  pyramid,  so  to  speak,  has  been  completed,  there  are  mul- 
tiple options  as  to  the  appropriate  locus  for  treatment. 

We  are  concerned  about  the  concept  of  totally  parallel  independent 
practice,  because  it  can  bypass  the  general  health  care  sj^stem  as  it  is 
presently  designed.  We  are  particularly  concerned  that  the  intimate 
relationship  between  psychiatric  illness  and  physical  illness  might  be 
overlooked  or  not  paid  attention  to  properly. 

Senator  Matsunaga.  When  you  speak  of  point  of  entry  being  a 
physician,  are  you  referring  to  a  physician  v/ho  is  a  psychiatrist? 

Dr.  Cavanaugh.  I  realize  that  in  an  ideal  world,  the  ideal  system 
would  place  the  psychiatrist  per  se  in  such  position  there  are  not  suffi- 
cient psychiatrists  to  provide  this  kind  of  care.  That  would  be  the  ideal 
situation,  nonetheless. 

I  might  add  that  we  do  need  to  train  more  psychiatrists.  We  do 
need  to  have  more  Federal  money  being  delivered  through  the  ap- 
propriate Federal  agencies  to  augment  the  training  of  appropriate 
psychiatric  specialists. 

Senator  Matsunaga.  What  bothers  me  about  your  proposition  is 
that  you  assume  that  a  physician  without  any  psychiatric  training  or 
psychological  training  would  be  better  qualified  to  prescribe  treat- 
ment than  a  trained  psychologist  or  psychiatric  nurse,  even  if  the  ill- 
ness happened  to  be  purely  mental  in  nature. 

Dr.  Cavanaugh.  I  think  that  your  comment  has  merit.  I  would 
point  out,  however,  that  increasing  emphasis  is  being  placed,  at  many 
levels  of  medical  education,  to  make  graduates  of  medical  colleges 
more  and  more  aware  of  psychological  problems. 

I  do  not  have  any  difficulty  with  the  concept  of  referral  of  a  patient 
after  appropriate  medical  screening  to  a  mental  health  professional 
other  than  a  psychiatrist.  Again,  it  means  that,  at  the  point  of  entry 
into  the  health  care  sj^stem,  there  is  an  individual  who  can  take  a 
comprehensive  overview  of  the  physiologic  and  psychiatric  state  of 
the  patient. 

Dr.  Menninger.  Senator,  I  would  like  to  suggest  an  idea  that  I  have 
not  examined  closely  enough  to  know  whether  it  is  fully  worth 
pursuing. 

If  it  is  true  that  we  can,  generally  speaking,  provide  more  com- 
prehensive and  adequate  treatment  when  working  together  as  groups, 
perhaps  there  should  be  some  sort  of  incremental  economic  incentive 
to  encourage  practitioners  to  work  together  in  clinics,  in  HMO's  in 
coUeaguial  relationships,  to  improve  quality  and  thereby  also  deal 
with  the  very  knotty  problem  of  psychologists,  social  workers,  nurses, 
and  physicians  working  together. 

It  seems  to  me  if  all  mental  health  professionals  and  parapro- 
fessionals  are  all  out  there  independent  and  fighting  with  each  other, 
it  comes  down  to  a  simple  question  of  economics.  Perhaps  the  incentive 
should  be  put  less  on  promoting  individual  solo  activities  and  more 
on  encouraging  colleaguial  relationships,  groups,  HMO's,  clinics, 
et  cetera. 

Senator  Matsunaga.  As  I  understand  it,  social  workers  and  psychi- 
atric nurses  presently  work  on  a  salary  basis  out  of  an  organized  set- 
ting. Assuming  that  they  are  paid  on  a  fee-for-service  basis,  would 
this  constitute  higher  cost  in  your  opinion  ? 
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Dr.  Cavais^augh.  I  think  that  Avliat  would  happen,  the  team  concept 
that  Dr.  Menninger  is  talking  about,  which  historically  has  been  the 
way  that  many  mental  health  services  have  been  organized,  would 
continue  to  disintegrate.  You  would  be  left,  as  he  was  saying,  with 
competitive,  parallel  professionals  competing  for  turf,  competmg  for 
the  mental  health  part  of  the  heatlh  care  dollar.  I  could  only  guess 
that  the  fee-for-service  approach  would  probably  drive  the  cost  up. 
I  really  think  there  is  some  evidence  to  suggest  that  in  a  comprehen- 
sive, organized  health  care  setting,  that  general  health  care  costs  and 
mental  health  care  costs,  go  down. 

Senator  Matsunaga.  One  of  the  concerns,  as  I  expressed  earlier— 
I  believe  you  were  in  the  audience  then — as  one  of  the  introducers  of 
the  measures  before  this  subcommittee  to  place  psychologists  and  the 
psychiatric  nurses  under  medicare-medicaid  as  an  independent  pro- 
fession, or  independent  professions,  I  should  say,  was  to  keep  costs 
down.  Presently,  as  has  been  admitted  and  shown  time  and  time  again, 
whenever  the  point  of  entry  is  a  physician,  his  own  charges  for  defer- 
ring his  patients  are  added  on  to  the  fee  charged  the  physician  by  the 
psychologist  or  by  the  psychiatric  nurse. 

Dr.  Cavaxaugh.  There  is  a  simple  answer — that  is  illegal.  If  an^' 
individual  should  do  that,  he  is  eligible  for  prosecution,  either  at  the^ 
state  or  Federal  level. 

If  a  psychiatrist  refers  a  patient  to  a  psychologist  and  takes'  a  cut, 
that  is  fee  splitting  and  it  is  against  the  Canons  of  Ethics  of  the 
American  IMedical  Association,  and  those  of  the  American  Psychiat- 
ric Association.  One  has  a  legal  remedy  to  that. 

Senator  ^Matsunaga.  Of  course,  you  know  as  well  as  I  do  that  that 
can  be  readily  covered  by  increased  physician  fees. 

Dr.  Cavanaugh.  I  am  sure  that  there  are  ways  to  get  around  any- 
thing. As  a  spokesperson  for  the  American  Psychiatric  Association,. 
I  must  say  we  are  opposed  to  that,  feel  that  that  is  contrary  to  our  code 
of  ethics  and  do  not  support  it. 

Senator  Matsunaga.  I  realize  that,  and  I  commend  you  for  it,  but 
if  we  eliminate  the  referral  process  and  permit  the  patients  to  go 
directly  to  a  psychologist  or  psj-chiatric  nurse,  we  do  not  need  to 
worry  about  subterfuge. 

Dr.  Cavaxaugh.  As  I  indicated  earlier,  it  is  possible  to  make  that 
kind  of  referral  arrangement  without  the  kickback  concept  which,  I 
believe,  is  illegal.  I  believe  it  is  currently  going  on,  that  honest  com- 
petent psychiatrists  refer  to  nonpsychiatric  mental  health  profes- 
sionals without  the  surrounding  kinds  of  illegalities  that  you  are- 
referring  to. 

I  am  aware,  as  you  said,  that  illegal  activities  do  go  on.  I  totally 
disagree  with  such  practices.  I  think  it  is  illegal.  As  an  organization,- 
the  APA  is  on  record  as  opposed  to  that. 

Senator  3,Iatsuxaga.  Thank  you  very  much. 

Senator  Dole.  I  just  have  one  more  question. 

I  asked  earlier  about  prescriptions.  Psychologists  do  write 
prescriptions  ? 

Dr.  Cavaxaugh.  Yes,  sir. 

Senator  Dole.  Do  you  generally  use  the  person's  name  ? 
Dr.  Cavaxaugh.  Of  course. 
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Senator  Dole.  If  we  are  concerned  about  openness  and  tilings  of  this 
kind,  which  we  discuss  here  frequently,  is  it  an  accepted  practice  to  put 
somebody  else's  or  a  fictitious  name  ? 

Dr.  Cavaxaugh.  It  is  unacceptable. 

Senator  Dole.  There  is  a  little  local  story  here  that  maybe  has  not 

gotten  out  ■ 

Dr.  Cavanaugh.  It  has  filtered  into  Chicago. 

Dr.  Mexninger.  But  not  Kansas. 

Senator  Dole.  Thank  you. 

Senator  ]\LiTsuNAGA.  Thank  you  very  much. 

[The  prepared  statement  of  Dr.  Cavanaugh  follows :] 

'Statement  of  Dr.  James  L.  Cavanaugh,  American  Psychiatric  Association 

Mr.  Chairman,  the  American  Psycliiatric  Association,  a  medical  specialty  society 
representing  over  24,000  psychiatrists  nationwide,  is  pleased  to  testify  before  your 
Committee  on  the  issue  of  mental  health  coverage  under  current  Federal  health 
care  programs  and  under  any  national  health  insurance  program  developed  by 
Congress  and  the  Administration. 

I  am  Dr.  James  Cavanaugh,  Clinical  Director  of  the  Department  of  Psychiatry 
at  Rush-Presbyterian-St.  Lukes  Medical  Center  in  Chicago.  With  me  is  Dr,  Roy 
Menninger. 

We  welcome  the  opportunity  to  appear  on  behalf  of  our  organization  to  share 
our  views  on  insurance  coverage  for  those  in  need  of  treatment  for  nervous, 
mental  or  emotional  disorders,  both  as  now  permitted  under  Federal  law,  and  as 
may  be  developed  in  conjunction  with  a  national  health  insurance  plan. 

As  you  may  know,  the  objectives  of  the  APA  are:  (a)  to  improve  the  treat- 
ment, rehabilitation  and  care  of  the  mentally  ill,  the  mentally  retarded  and  the 
emotionally  disturbed;  (b)  to  promote  research,  professional  education  in  psy- 
chiatry and  allied  fields ;  (c)  to  advance  the  standards  of  all  psychiatric  services 
and  facilities;  (d)  to  foster  the  cooperation  of  all  who  are  concerned  with  the 
medical,  psychological,  social  and  legal  aspects  of  mental  health  and  illness;  (e) 
to  make  psychiatric  knowledge  available  to  other  practitioners  of  medicine,  to 
scientists  in  other  fields  of  knowledge,  and  to  the  public ;  and  (f )  to  promote  the 
best  interest  of  patients  and  those  actually  or  potentially  making  use  of  mental 
health  services. 

Naturally,  we  were  gratified  to  learn  that  the  Carter  Administration  when 
first  in  office,  took  an  interest  in  and  was  concerned  with  the  problems  facing 
the  mentally  ill,  and  were  equally  gratified  to  note  that  the  President's  Commis- 
sion on  Mental  Health,  the  group  given  the  spearheading  responsibility  for  this 
interest,  stated  in  its  preliminary  report  that  "In  our  society,  individuals  must 
have  the  opportunity  to  have  their  suffering  alleviated  insofar  as  possible 
and  *  *  *  no  individual  who  needs  assistance  should  feel  ashamed  or  embar- 
rassed to  seek  or  receive  help."  Regrettably,  as  our  current  laws  are  drafted,  as 
many  private  insurance  plans  are  drawn,  and  as  a  national  health  insurance  pro- 
gram may  be  developed,  such  is  and  may  not  in  the  future  be  the  case. 

Due  to  the  stigma,  fear  and  misrepresentation  of  mental  illness — a  tragedy 
perpetuated  by  authors  such  as  Gross,  Szasz  and  Ennis ;  the  media  such  as  ABC's 
televised  "Madness  and  Medicine"  and  the  conduct  of  everyday  life  itself — 
persons  are  reluctant  to  seek  mental  health  services.  Mentally  iU  persons  are 
more  likely  than  those  with  physical  illnesses  to  delay  or  to  reject  early  treat- 
ment. We  are  speaking  of  20  to  32  million  people  who  need  mental  health  care. 
We  are  speaking  of  two  million  individuals  who  have  been  or  would  be  diagnosed 
as  schizophrenic ;  two  million  who  suffer  from  profound  depressive  disorders ; 
more  than  one  million  with  organic  psychoses  of  toxic  or  neurologic  origin  and 
other  permanent  disabling  mental  conditions.  This  is  a  large  segment  of  our 
population  to  be  left  untreated,  uncared  for  and  therefore  not  part  of  the  working, 
contributing  population  that  weaves  the  economic  and  social  fabric  of  our  nation. 

The  stigma  is  heightened  further  because  the  discrimination  has  become  insti- 
tutionalized— written  in  the  Medicare  law,  written  in  the  restrictive  language  for 
treatment  of  mental  illness  contained  in  most  of  the  national  health  insurance 
bills  now  pending  before  this  Committee  and  restrictive  measures  contained  in 
most  private  health  insurance  plans.  All  suggest  that  mental  illness  is  grossly 


different  from  physical  illness— not  treatable,  not  reversible  and  not  equally  re- 
imbursable when  treatment  is  provided. 

The  President's  Commission  on  Mental  Health  pointed  out  in  one  of  its  recom- 
mendations  the  basic  need  regarding  mental  health  insurance  benefits,  whether 
under  Medicare  or  any  other  Federally  developed  health  insurance  program.  It 
stated  that  "There  should  be  minimal  patient-borne  cost  sharing  for  emergency 
care.  In  all  other  instances,  patient-borne  cost  sharing,  through  co payments  and 
deductibles  for  evaluation,  diagnosis  and  short-term  therapy,  should  he  no  greater 
than  -for  a  comparaUe  course  of  physical  illness:'  [Emphasis  supplied.] 

Such  is  not  the  case  with  Medicare,  the  program  to  which  I  now  turn  attention 
since  it  stands  as  a  gross  example  of  what  a  Federal  health  insurance  program 
has  done  to  assure  mentally  ill  elderly  Americans  second  class  citizenship  com- 
pared to  that  provided  to  them  for  other  health  care.  I  am  speaking  specifically 
of  the  restrictions  imposed  under  both  Parts  x\  and  B  which  arbitrarily  reduce 
the  benefit  for  mental  health  treatment  below  those  benefits  provided  for  the 
balance  of  medical  care.  Part  A  limits  lifetime  inpatient  benefits  to  190  days  and 
Part  B  limits  annual  outpatient  coverage  for  mental  illness  to  $250  per  year 
(resulting  from  a  $500  ceiling  and  a  fifty  percent  copayment) — including  ancillary 
medical  services. 

The  mentally  ill  elderly  are  stigmatized  thrice — once  by  the  fact  of  old  age,  once 
by  the  fact  of  mental  illness,  and  once  by  the  fact  that  treatment  is  too  costly 
beyond  the  limited  benefits  of  Medicare. 

In  1971,  the  American  Psychiatric  Association  Task  Force  on  Aging,  established 
to  report  on  critical  mental  health  issues  identified  by  the  1971  White  House 
Conference  on  Aging,  pointed  out  that  progress  made  during  the  previous  two 
decades  had  been  minimal.  Among  the  reasons  cited  were  the  growth  in  number 
of  the  aging  population,  the  recognition  that  their  diversified  needs  may  require 
diversified  services,  and  that  Medicare  did  not  provide  sufficient  benefits  to  allow 
adequate  reimbursement  for  the  treatment  of  nervous,  mental  or  emotional  dis- 
orders. In  Aging  and  Mental  Health,  Dr.  Robert  Butler,  head  of  rlie  National 
Institute  on  Aging,  pointed  out  that  "Medicare  coverage  for  psychiatric  disorders 
is  unrealistically  limited  and  was  inserted  as  a  kind  of  afterthought.  The  system 
obviously  affords  inadequate  coverage." 

It  is  a  sad  commentary  to  note  that  today,  many  of  the  same  problems  exist : 
the  population  of  elderly  persons  continues  to  increase,  and  the  number  of  those 
in  need  of  mental  health  care  continues  to  rise.  In  many  ways,  our  recognition 
that  diversified  services  are  needed  has  languished,  is  unimplemenred,  and  only 
now  is  the  benefits  package  being  reassessed.  The  General  Accounting  Office  in 
its  recommendations  to  the  95th  Congi-ess  reported  that  mental  health  benefits 
under  Medicare  should  be  broadened.  The  Age  Discrimination  Study  of  the  U.S. 
Commission  on  Civil  Rights  noted  that  the  elderly  are  grossly  underserved  in 
comparison  to  other  age  groups  within  Federally  supported  Community  Mental 
Health  Centers.  The  President's  Commission  on  Mental  Health  recognized  the 
elderly  as  a  target  group  which  is  "unserved,  underserved,  or  inappropriately 
served"  insofar  as  mental  health  care  is  concerned.  The  Report  of  the  American 
Psychiatric  Association's  Task  Force  on  the  Chronic  Mental  Patient  singled  out 
Medicare  as  in  need  of  amendment  when  it  stated :  "Chronic  mental  patients 
are  entitled  to  full  participation  in  the  health  care  system.  Medicare,  Medicaid 
and  future  NHI,  should  not  single  the  chronically  mentally  ill  out  as  a  class  or 
discriminate  against  them  in  any  way."  [Emphasis  supplied.]  Moreover,  Senator 
Clifford  Case  and  several  of  his  colleagues  recently  introduced  the  Medicare 
Mental  Illness  Non-Discrimination  Act  (S.  3131),  aimed  at  providing  equal 
coverage  under  Medicare  for  the  mentally  ill  elderly,  and  as  many  as  four  bills 
have  been  introduced  in  the  House  which  have  the  same  goaL  The  Senate  bill 
is  now  pending  before  this  Committee. 

The  benefits  of  expanded  mental  health  coverage  under  Medicare  are  many. 
Too  often  the  elderly  are  told,  and  many  believe,  that  adverse  psychological 
symptoms  are  natural  aspects  of  growing  old.  Senility  is  a  term  loosely  applied 
to  thousands  of  older  Americans,  yet  as  the  President's  Commission  on  Mental 
Health  noted,  "as  many  as  20  to  30  percent  of  those  so  labeled  have  s,i>ecific 
conditions  that  can  be  diagnosed,  treated  and  often  reversed"  [Emphasis  sui)- 
plied.]  As  such.  Medicare  costs  would  be  ultimately  reduced,  and  those  individuals 
with  reversible  conditions  would  be  able  to  become  more  productive,  contributing 
and  independent  members  of  society. 
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Elimination  of  the  discriminatory  caps  on  Medicare  as  proposed  by  Senator 
Case  and  endorsed  by  the  APA,  would  have  other  effects.  As  Senator  Case  pointed 
out  when  he  introduced  the  Medicare  Mental  Illness  Non-Discrimination  Act : 

"Elimination  of  the  50-50  copayment  and  enactment  of  the  standard  80-20 
copayment  now  used  for  physical  health  care  will  go  a  long  way  to  ease  the 
large  cost  burden  imposed  on  those  in  need  of  mental  health  services. 

"Elimination  of  the  190  day  lifetime  limit  for  inpatient  psychiatric  care  and 
substituting  the  'spell  of  illness  definition  employed  for  the  rest  of  medical  care 
will  result  in  greater  attention  being  paid  to  appropriate  placement  in  proper 
facilities  for  those  in  need  of  mental  treatment  as  inpatients.  Elimination  of  the 
annual  $250  ceiling  on  outpatient  treatment  for  mental,  nervous,  or  emotional 
disorders  will  result  in  greater  utilization  of  outpatient  services." 

Moreover,  it  is  essential  to  recognize  that  adequate,  cost  effective  mental 
health  services  can  have  the  effect  of  lowering  the  costs  of  other  health  care 
services  by  as  much  as  fifty  percent  for  the  average  patient.  This  is  evidenced 
in  study  after  study  : 

(1)  In  Texas,  a  longitudinal  study  (1973-77)  demonstrated  that  access  to 
needed  treatment  for  mental  illness  resulted  in  a  reduction  in  mean  length  of 
stay  of  the  over-65  patients  in  inpatient  facilities  from  111  days  to  53  days.  This 
halving  of  hospital  stays  resulted  in  a  cost  reduction  of  more  than  $1.1  million. 

(2)  Group  Health  Association  of  Washington  indicated  that  patients  treated 
by  mental  health  providers  reduced  their  non-psychiatric  physician  usage  within 
the  HMO  by  30.7  percent  in  the  year  after  referral  for  mental  health  care  com- 
pared to  the  previous  year.  Use  of  laboratory  and  X-ray  services  declined  by 
•29.8  percent. 

(3)  Kaiser  Plan  in  California  estimated  that  the  subsequent  savings  for  each 
patient  receiving  psychiatric  treatment  were  on  the  order  of  $250  per  year. 

(4)  Blue  Gross  of  Western  Pennsylvania  assessed  the  medical/surgical  utiliza- 
tion of  a  group  of  subscribers  who  used  a  psychotherapy  outpatient  benefit  in 
<?ommunity  mental  health  centers  with  a  comparison  group  of  subscribers  for 
whom  such  services  were  not  made  available.  The  findings  showed  that  the 
medical/surgical  utilization  rate  was  reduced  significantly  for  the  group  which 
used  the  psychiatric  benefits.  The  monthly  cost  per  patient  for  medical  services 
was  more  than  halved — dropping  from  $16.47  to  $7.06. 

The  cost  of  such  legislation  proposed  by  Senator  Case — $45  million — is  fiscally 
responsible.  The  cost  developed  by  the  Social  Security  Administration,  and  borne 
out  by  the  Report  of  the  President's  Commission  on  Mental  Health,  does  not  re- 
flect the  savings  to  be  realized  from  anticipated  lower  hospitalization  expendi- 
tures or  the  substitution  for  existing  Part  B  expenditures.  As  noted  in  the  Texas 
study,  if  the  $1.1  million  savings  were  extrapolated  to  the  entire  Medicare  popu- 
lation in  need  of  mental  health  care,  the  effect  could  be  a  signfiicant  lowering  of 
overall  Medicare  costs.  Dr.  Robert  Butler,  Director  of  the  National  Institute  on 
Aging,  pointed  out  in  Aging  and  Mental  Health  that  "There  is  also  no  proof  tliat 
the  deductible  features  of  Medicare  deter  unnecessary  use  of  health  services,  In- 
stead, the  exclusions  may  actually  increase  the  government's  bill  by  discouraging 
preventive  and  early  rehabilitative  care.  *  *  *  Some  old.  people  get  themselves 
checked  into  a  hospital  just  to  get  a  physical  examination  (basing  it  on  some 
physical  complaint)  because  this  will  not  be  paid  for  on  an  outpatient  basis."  The 
same  situation  is  true  for  mental  health  coverage — ^other  physical  complaints  form 
the  basis  for  hospitalization  or  outpatient  visits,  thereby  raising  the  cost  of  Medi- 
care coverage  and  possibly  masking  the  psychiatric  illness  with  physical  symp- 
toms. All  too  often,  inappropriate  placement  in  skilled  nursing  homes  and  inter- 
mediate care  facilities  takes  place  since  reimbursement  is  available  for  such 
"treatment."  Such  facilities  generally  lack  the  resources  to  treat  the  emotionally 
disturbed,  thereby  prolonging  the  illness  and  misutilizing  resources. 

It  has  been  noted  that  as  many  as  30  percent  of  those  described  as  "senile" 
actually  have  reversible  psychiatric  conditions,  i.e.,  reversible  treatable  brain 
syndromes  and  depression  which,  if  treated,  would  allow  those  individuals  to 
become  productive  members  of  society  and  would  save  countleSvS  Medicare  dollars. 
As  such,  the  elimination  of  caps  on  mental  health  coverage  under  Medicare  could 
prove  a  valuable  fiscal  yardstick  against  which  to  measure  comparable  parity 
coverage  under  national  health  insurance. 

One  of  the  mandates  of  the  Older  American  Act  of  1965,  recently  reauthorized 
by  both  the  House  and  Senate  and  now  awaiting  Conference,  is  to  assure  inde- 
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I>endence  and  dignity  to  this  nation's  elderly  population.  A  major  step  in  that 
direction  would  be  taken  by  ending  arbitrary  discrimination  against  the  mentally 
ill  elderly  who  are  doubly  damned  by  the  stigmas  of  age  and  mental  illness. 

Before  concluding,  it  is  important  to  point  out  that  a  major  issue  raised  when- 
ever mental  health  insurance  coverage  is  considered  is  that  of  direct  reimburse- 
ment to  other  mental  health  professionals  and  paraprofessionals  who  treat  indi- 
viduals with  nervous,  mental  or  emotional  disorders.  We  cannot  fully  support 
direct  reimbursement  to  other  mental  health  professionals,  unless  their  roles  in 
providing  supportive,  not  medical,  services  for  such  disorders  is  defined  carefully 
or,  alternatively,  unless  the  Congress  would  authorize  the  provision  of  medically 
necessary  or  other  supportive  human  services  in  treating  nervous,  mental  or 
emotional  disorders. 

Of  primary  concern  to  the  APA  is  maintenance  of  quality  services  to  the  public. 
This  concern  is  shared  by  psychiatrists,  other  physicians  and  many  leaders  in  the 
nonmedical  health  professions. 

With  regard  to  the  treatment  of  nervous,  mental  or  emotional  disorders,  it  is 
critical  to  emphasize  the  unique  role  and  function  of  the  psychiatrist.  While  psy- 
chiatrists recognize  that  there  are  some  similarities  between  psychotherapy  and 
counseling,  consoling  and  advising,  there  are  also  enormous  differences.  Phycho- 
therapy  and  counseling  are  by  no  means  interchangeable.  The  psychiatrist  is  not 
only  trained  to  do  psychotherapy,  he  is  also  trained  to  make  differential  diag- 
noses, to  prescribe  medication,  and  if  need  be,  to  hospitalize  a  patient  for  treat- 
ment. The  kind  of  help  that  each  professional  offers  is  dependent  upon  the 
background,  training,  professional  attitudes,  knowledge,  and  special  skills  of  the 
particular  profession  involved. 

We  believe  that  if  direct  reimbursement  for  other  mental  health  care  providers 
is  to  be  considered,  it  is  to  be  done  so  with  clear  specificity  for  the  circumstances 
surrounding  nervous,  mental  or  emotional  disorders  which  authorize  differences 
for  collaborative  or  individual  independent  responsibilities. 

We  are  hopeful,  Mr.  Chairman,  that  you  will  give  careful  consideration  to  the 
serious  and  unmet  needs  of  those  requiring  treatment  for  nervous,  mental  or 
emotional  disorders,  and  that  you  will  implement  the  recommendations  of  the 
President's  Commission  on  Mental  Health  and  those  made  almost  ten  years  ago 
by  the  White  House  Conference  on  Aging  concerning  future  directions  in  mental 
health  care  both  now  and  during  serious  consideration  of  a  national  health 
insurance  program  for  our  entire  nation. 

Thank  you. 

Senator  Matsunaga.  The  next  witness  is  G.  Kinsey  Stewart,  presi- 
dent, board  of  directors,  and  he  will  be  accompanied  by  Dr.  John 
Wolfe,  executive  director  of  the  National  Council  of  Community 
Mental  Health  Centers. 

If  Dr.  Stewart  and  Dr.  Wolfe,  if  you  would  take  the  witness  chair. 

STATEMEI^T  OF  G.  KINSEY  STEWAET,  PH.  D.,  PUESIBEIJTT,  BOAUD 
OP  DIEECTOES,  AHD  JOHN  WOLFE,  PH.  D.,  EXECUTIVE  DIHECTOE, 
NATIONAL  COUNCIL  OE  COMMUNITY  MENTAL  HEALTH  CENTEES 

Dr.  Stewart.  Mr.  Chairman  and  members  of  the  Senate  Finance 
Subcom.mittee  on  Health,  my  name  is  Dr.  G.  Kinsey  Stewart.  I  serve 
as  president  of  the  board  of  directors  of  the  National  Council  of  Com- 
munitv  Mental  Health  Centers  and  am  the  executive  director  of  the 
Gulf  Coast  Mental  Health  Center  in  Gulf  port,  ?diss.  With  me  is  Dr. 
John  C.  Wolfe,  executive  director  of  our  association. 

The  National  Council  of  Community  Mental  Health  Centers  repre- 
sents the  orijanizations,  boards  and  consumers  of  some  657  community 
mental  health  agencies  nationwide  and  uniquely  reflects  this  repre- 
sentation in  our  own  board  of  consumers  and  professionals. 
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We  are  here  to  present  to  this  committee  our  accumulated  experience 
on  medicare  and  medicaid  over  the  past  decade. 

Since  1965  medicare  coverage  of  mental  health  services  has  been  un- 
changed. Originally  modeled  after  the  best  private  health  insurance 
programs  of  the  time  and  intended  to  avoid  refinancing  of  State  insti- 
tutions, medicare  in  recent  years  has  fallen  far  short  of  its  goals. 

By  emphasizing  hospital-based  inpatient  care,  by  limiting  the  use  of  ^ 
ambulator}^  mental  health  service  alternatives,  and  by  restricting 
financing  of  outpatient  care  to  physician  care,  medicare  has  been 
penny  wise  and  pound-foolish.  It  concentrates  over  80  percent  of  its 
mental  health  expenditures  on  inpatient  hospitalization.  AYorse,  it 
allows  no  freedom  of  choice  to  the  elderly,  who  frequently  are  either 
inappropriately  institutionalized  or  neglected  and  abandoned  to  wel- 
fare hotels. 

This  tendency  to  over-rely  on  institutional  care  is  demonstrated  in 
numerous  ways  through  the  limits  and  arrangements  of  the  medicare 
program. 

For  example,  it  is  no  coincidence  that  HEW  data  on  lengths  of  stay 
for  mentally  ill,  elderly  inpatients  in  State  and  county  hospitals 
average  over  53  days  per  episode,  and  that  medicare  pays  100  percent 
of  the  bill  for  elderly  patients  up  to  60  ddLjs  of  hospitalization.  Xote : 
Inpatient  lengths  of  stay  in  CMHC's  average  14  days. 

Medicaid  coverage  for  mental  health  treatment  is  not  much  better. 
Although  there  are  53  different  medicaid  plans,  most  poor  elderly 
patients  who  cannot  afford  the  deductible  or  the  copayment  required 
by  medicare,  receive  no  help  from  the  State's  medicaid  program.  Data 
from  HEW's  social  security  office  shows  that  less  than  2  percent  of  all 
the  elderly  participating  in  medicare  get  help  from  medicaid,  despite 
the  high  numbers  of  elderly  who  are  below  the  poverty  index  in^ 
America  today. 

In  Mississippi,  my  own  center  received  only  $10,000  last  year  from 
medicare  and  medicaid  combined,  for  serving  over  480  patients — an 
average  of  only  $21  per  patient.  This  deficiency  of  funding  has  been 
subsidized  through  over  $40,000  of  our  ]N"IMH  categorical  grant.  How- 
ever, that  grant  is  designed  to  be  phased  out  in  2  years. 

Termination  of  Federal  categorical  grant  funds  without  medicare 
and  medicaid  reimbursement  will  mean  that  all  current  and  future 
elderly  persons  needing  care  under  our  program  will  be  either  aban- 
doned or  referred  to  the  State  hospital.  They  could  be  treated  in  the 
community,  where  it  is  most  meaningful  and  least  disruptive  of  their 
lives. 

Other  defects  in  medicaid  support  for  mental  illness  are : 

First,  discrimination  against  many  adults  in  need  of  inpatient  care^ 
by  failing  to  cover  those  between  the  ages  of  21  and  65. 

Second,  failure  to  fully  reimburse  for  the  cost  of  physician  services. 

Despite  the  lack  of  financing  from  medicare  and  medicaid  for  am- 
bulatory mental  health  services,  models  of  geriatric  treatment  pro- 
grams which  point  to  comprehensive  treatment  and  continuity  of  care 
have  successfully  avoided  high  cost  and  restrictive  institutionalization. 

For  example,  in  San  Francisco,  geriatric  hospital  commitments 
dropped  from  500  per  year  to  only  three  following  startup  of  an 
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elderly  screening  and  comprehensive  community  support  program 
under  which  44  percent  of  the  elderly  patients  were  maintained  in 
their  homes. 

Similarly,  in  Harris  County,  Tex.,  the  length  of  hospital  stays  was 
halved  over  a  period  of  4  years  when  outreach  efforts  targeted  to  aiding 
the  elderly  were  successful. 

A  pilot  study  conducted  in  1974  with  Aetna  Life  &  Casualty  Co. 
demonstrated  the  cost-effectiveness  of  utilizing  partial  or  day  hospital- 
ization services  as  a  substitute  for  inpatient  care.  The  study  included 
31  patients  who  otherwise  would  have  been  hospitalized.  Aetna  found 
that  they  saved  over  $250,000  in  1  year  by  allowing  treatment  through 
this  plan. 

Partial  hospitalization  and  screening  and  community  support  are 
among  the  services  required  from  the  complete  system  of  care  for  the 
mentally  and  emotionalljr  ill,  furnished  by  community  mental  health 
centers.  CMHC's  emphasize  ambulatory  care  and,  since  enactment  of 
Public  Law  94-63  in  1975,  have  been  required  to  provide  specialized 
services  to  the  elderly. 

Each  CHMC  serves  a  specifically  defined  geographic  area  termed 
"catclmient  area,"  and  is  responsible  for  a  full  range  of  services,  early 
intervention  and  emergency  services,  an  appropriate  range  of  out- 
patient and  other  ambulatory  care  programs,  partial  hospitalization — 
day  care  and  night  care — halfway  houses  where  appropriate,  and  24- 
hour  inpatient  services. 

C]\iHC's  are  also  required  by  law  to  insure  that  all  services  are  co- 
ordinated with  the  provision  of  other  mental  health,  health  and  social 
services  in  the  community.  In  planning  CMHC  services,  agencies  are 
required  to  review  all  existing  service  in  the  area,  coordinate  them  to 
the  maximum  feasible  extent  into  one  program,  fill  in  the  gaps  in 
services  in  the  catchment  area,  and  attempt  to  eliminate  lumecessary 
duplication. 

CMHC's  have  developed  extensive  outreach  programs  to  insure  that 
all  individuals  in  the  catchment  area  in  need  of  services  are  both  aware 
of  their  availability  and  encouraged  to  seek  assistance. 

The  centers'  preventive  programs — consultation  and  education — in- 
clude a  wide  range  of  indirect  services  which  also  help  to  establish  an 
effective  system  of  mental  health  care.  Through  CE,  the  centers  reach 
into  the  schools,  health  agencies,  law  and  correction  agencies,  welfare 
departments,  et  cetera,  to  educate  personnnel  in  these  agencies  about 
the  services  of  the  center  and  mental  health  issues  in  general,  so  that 
appropriate  individuals  are  referred  to  the  center  for  care. 

Thus,  a  community  mental  health  center,  as  defined  by  Federal  law, 
is  far  more  than  simply  an  isolated  Federal  health  program.  The  pro- 
gram is  designed  to  make  substantial  impact  on  some  of  the  most  diffi- 
cult and  pervasive  problems  in  health  delivery,  such  as : 

Accessibility — in  terms  of  both  geographical  and  socieconomic 
factors. 

Emphasis  in  preventive  care  and  health  education. 

Emphasis  on  ambulatory  care  and  other  innovative  alternatives  to 
expensive  24-hour  a  dav  inpatient  services  where  these  services  are  not 
in  the  best  interests  of  the  patient. 
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Utilization  of  all  mental  liealtli  professionals  and  paraprofessionals 
in  mental  health  teams. 

Elimination  of  costly  duplication  of  services  to  the  extent  feasible. 

Yet,  while  CMHC's  are  working  toward  high  priority  goals  of  Fed- 
eral health  planners,  they  are  caught  in  a  financial  bind  due  to  the 
lack  of  coordination  between  the  Federal  categorical  aid  program,  the 
CMHC  Act,  and  third-party  funding  under  medicaid  and  medicare. 

Established  on  the  basis  of  declining  Federal  categorical  support, 
section  206(c)(1)  of  Public  Law  94-64  (the  CMHC  Act  of  1975) 
requires  a  community  mental  health  center  to  : 

Make  every  reasonable  effort  to  collect  appropriate  reimbursement  for  its 
costs  in  providing  health  services  to  persons  who  are  entitled  to  insurance 
benefits  under  Title  XVIII  of  the  Social  Security  Act,  to  medical  assistance 
under  a  state  plan  approved  under  Title  XIX  of  such  Act,  or  to  assistance  for 
medical  expenses  under  any  other  public  assistance  program  or  private  health 
insurance  program. 

Ironically,  in  1976,  only  2.3  percent  of  all  financing  to  community 
mental  health  centers  derived  from  medicare.  Estimates  for  1977  and 
1978  show  no  increase  because  most  community  mental  health  centers 
are  excluded  as  providers  from  full  participation  in  the  medicare 
program.  Although  15  percent  of  the  CMHC's  are  operated  by  hos- 
pitals, 62  percent  must  rely  on  provider  affiliation  agreements  with 
hospitals — which  do  not  reimburse  fully  for  services — and  the 
remainder  operate  as  freestanding  clinics. 

All  three  types  of  CMHC's  operate  essentially  the  same  kind  of 
service  but  are  reimbursed  differently  because  of  status  as  providers. 
CMHC's  not  hospital  based  have  extreme  difficulty  and,  in  some  cir- 
cumstances, are  barred  from,  obtaining  reimburspment  for  services 
which  are  fully  reimbursed  in  hospital-based  CMHC's. 

The  National  Council  of  Community  Mental  Health  Centers  there- 
fore urges  this  committee  to  support  legislation  introduced  by  Sen- 
ators Hathaway  and  Stafford  which  amends  medicare  to : 

One,  establish  provider  status  for  federally  sponsored  community 
mental  health  centers  and  phase-in  coverage  of  non-Federal  mental 
health  centers  under  standards  established  by  HEW  or  the  Joint 
Commission  on  Accreditation  of  Hospitals ; 

Two,  establish  coverage  of  partial  hospitalization  services ; 

Three,  eliminate  economic  barriers  to  poor  aged  hy  allowing  reim- 
bursement of  10  CMHC  outpatient  visits  annually. 

These  recommendations  were  among  those  supported  in  the  report 
of  the  President's  Commission  on  Mental  Health,  the  task  force  on 
rural  mental  health,  and  the  task  force  on  mental  health  of  the  elderly, 
reported  this  year. 

We  wish  to  request  that  additional  data  (exhibit  2)  on  the  cost  and 
options  for  improving  medicare  coverage  for  mental  health,  as  well  as 
a  copy  of  the  bill  introduced  by  Senators  Hathaway  and  Stafford, 
S.  3425,  be  included  in  the  record  of  these  hearings. 

This  committee  has  the  opportunity,  I  feel,  to  provide  the  citizens 
of  this  Nation  with  mental  health  care  that  they  need,  that  they  want^ 
and  that  they  deserve. 

Thank  you. 

[The  material  referred  to  follows :] 
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Exhibit  1 

Day  Hospitalization  as  a  Cost-Effective  Alteenative  to  Inpatient  Caee: 

A  Pilot  Study 

(By  William  Guillette,  M.D.,  Brian  Crowley,  M.D.,  S.  Alan  Savitz,  M.D.,  and 
E.  Dee  Goldberg,  M.H.A.)* 

Two  private  day  hospitals  and  an  insurance  company  offering 
group  health  coverage  to  federal  employees  undertook  a  pilot  study 
to  determine  if  providing  insurance  coverage  for  day  hospitaliza- 
tion on  the  same  basis  as  for  inpatient  treatment  vvas  a  feasible 
means  of  controlling  the  cost  of  psychiatric  care.  The  study  in- 
cluded 31  patients  who  otherwise  would  have  been  hospitalized; 
most  had  histories  of  severe  psychiatric  disorders  and  extensive 
treatment.  Using  the  measure  that  the  day  hospital  patients  would 
have  been  in  inpatient  treatment  for  the  same  number  of  days, 
the  authors  estimate  that  the  use  of  day  treatment  saved  the 
insurer  more  than  .$255,000.  They  recommend  that  day  hospitali- 
zation be  reimbursed  on  the  same  basis  as  inpatient  care  if  a  day 
hospital  can  meet  stringent  criteria  ensuring  that  it  provides  active, 
appropriate  treatment,  and  they  present  a  list  of  such  criteria. 

Previous  well-controlled  studies  have  shown  the  effectiveness  of  day  hospitali- 
zation as  an  a.lternative  to  inpatient  care  and,  indeed,  the  superiority  of  the 
modality  to  inpatient  care  in  several  respects.^  ^  The  main  purpose  of  a  study 
we  conducted  in  the  "Washington,  D.C.,  area  was  to  determine  whether  day 
hospitalization  was  cost-effective  from  an  insurance  standpoint — that  is,  as  a 
means  of  controlling  the  rapidly  rising  cost  of  inpatient  care. 

The  escalating  costs  of  hospitalization  are  well  knovm.  It  has  been  estimated 
that  SI. 7  billion  could  be  saved  each  year  by  reducing  by  just  one  day  the 
hospital  stay  of  each  mentally  ill  patient  in  the  U.S.^  Day  hospitalization  is 
considerably  cheaper  per  day  and,  in  most  cases,  requires  shorter  lengths 
of  stay.* 

Gunderson  and  Mosher  point  out  that  the  costs  of  treating  schizophrenia 
can  be  estimated  to  range  between  $2.06  and  S4.01  billilon  a  year.  Of  this 
amount,  inpatient  costs  are  S2  to  S3. 9  billilon.  and  outpatient  and  aftercare 
costs,  including  day  treatment,  are  SGO  to  SlOO  billion.  They  state:  "Day 
hospitals,  which  are  less  expensive  and  seemingly  equally  efficacious  for  some 
schizophrenic  patients,  are  now  more  available.  Between  1967  and  1972,  for 
example,  all  admissions  to  day  care  hospitals  increased  by  184  per  cent.  .  .  . 
It  is  ironic  that  the  failure  of  most  insurance  companies  to  cover  day  hospital 
costs  may  actually  increase  their  expenditures  for  inpatient  ser^^ices.'*  ^ 

Most  group  health  policies  equate  day  hospitalization  with  outpatient  or 
office  care  :  therefore,  if  day  hospital  treatment  is  provided  for  at  all.  it  is  almost 
always  reimbursed  at  a  lower  rate  than  is  inpatient  care.  Because  of  the  limita- 
tions on  out-of-hospital  coverage,  simple  economics  frequently  dictate  that  the 
patient  be  hospitalized.  We  hope  that  the  results  of  this  study  will  help  convince 
more  third-party  payers  that  for  many  patients  day  hospitalization  is  a  cost- 
effective  alternative  to  inpatient  treatment. 


*Dr.  CroTvley  formerly  -was  medical  director  of  the  Potomac  Foundation  for  ^rental 
Health  and  Dr.  Savitz  was  medical  director  of  the  Silver  Spring  Day  Treatment  Center  ; 
both  are  novr  in  private  practice  in  Washington,  D.C.  Mr.  Goldberg  formerly  was  adminis- 
trator of  thp  Silver  Spring  center  and  has  been  a  staff  member  of  the  President's  Commis- 
sion on  Mental  Health.  Dr.  Guillette's  address  is  Claim  Department,  Aetna  Life  and  Casu- 
altv.  1p1  Farmington  Avenue.  Hartford.  Connecticut  06156. 

I'm.  I.  Herz  et  al..  "Dav  Versus  Inpatient  Hospitalization  :  A  Controlled  Study,"  Amer- 
ican Jo^irnal  of  Psychiatry,  vol.  127.  April  1971.  pp.  1371-1^.82. 

2  S.  Wnphbnrn  et  al.,  'A  Controlled  Comparison  of  Psychiatric  Day  Treatment  and  In- 
patient Hospitalization."  .Journal  of  Consulting  and  Clinical  Psychology,  vol.  44,  August 
1976.  pp.  665-675. 

3  TV.  Furst.  "Daycare  :  Comprehensive  ^fanagement  of  the  Mentally  111  Patient  in  the 
Community,"  Sandoz  Panorama,  December  1970,  pp.  26-2S. 

*  Herz  et  al..  op.  cit. 

5  J.  G.  Gunderson  and  L.  H.  Mosher.  "The  Cost  of  Schizophrenia."  American  Journal  of 
Psychiatry,  vol.  132,  September  1975,  pp.  901-906. 
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The  study  resulted  from  changes  that  Aetna  Life  and  Casualty  made  in 
1974  in  mental  health  benefits  for  Aetna-insured  federal  employees  in  the 
Washington,  D.C.,  area ;  Aetna  decreased  its  coverage  for  outpatient  treatment, 
viiiich  included  day  hospitalization,  and  thus  incentives  for  using  day  care 
were  severely  decreased. 

Two  private  day  treatment  centers,  the  Potomac  Foundation  for  Mental  Health 
in  Bethesda,  Maryland,  and  the  Silver  Spring  (Md.)  Day  Treatment  Center, 
began  discussions  with  Aetna  to  try  to  have  the  benefits  restored.  Eventually  a 
pilot  project  to  determine  if  day  hospitalization  was  cost-effective  was  designed. 
Aetna  was  to  reimburse  the  participating  day  treatment  centers  on  the  same 
basis  as  for  inpatient  treatment,  collect  data,  and  review  costs. 

Detailed  criteria  for  the  facilities'  participation  in  the  study  were  established, 
to  ensure  that  appropriate  treatment  would  be  provided.  The  criteria  related  to 
accreditation,  psychiatric  and  other  staffing,  treatment  planning,  record-keeping 
and  review,  and  emergency  care,  among  other  aspects  of  day  hospital  opera- 
tion ;  at  that  time  no  generally  accepted  standards  for  day  hospitals  existed. 

One  of  the  primary  requirements  of  the  study  design  was  that  patients  in- 
eluded  in  the  study  would  otherwise  have  been  hospitalized ;  additional  rigid 
criteria  for  patient  participation  were  established.  To  make  sure  that  patients 
included  in  the  sample  met  the  criteria,  the  complete  medical  records  of  each 
patient  were  reviewed  by  Aetna's  medical  director  for  claims  and  also  by  an 
Independent  consultant,  a  physician  associated  with  a  private  psychiatric 
hospital. 

The  study  was  begun  in  September  1975  and  continued  imtil  June  1977.  It  was 
not  a  controlled  study,  partly  because  both  centers  were  committed  to  the  prin- 
ciple that  inpatient  hospitalization  should  be  avoided  and  because  patients  were 
referred  to  the  centers  specifically  for  day  hospitalization. 

•  THE  PATIENTS  AND  THE  COSTS 

A  total  of  31  patients — 16  males  and  15  females — were  included  in  the  study. 
Their  ages  ranged  from  14  to  69,  with  an  average  of  30  years.  Nine  were  married, 
one  was  divorced,  20  were  single,  and  one  was  widowed.  The  majority  of  the 
patients  had  histories  of  severe  psychiatric  disorders  and  fairly  extensive  prior 
treatment. 

Twenty -four  of  the  patients  were  diagnosed  as  psychotic  and  seven  neurotic. 
Eighteen  of  the  24  patients  were  schizophrenic,  three  others  had  a  diagnosis  of 
psychotic  depression,  two  of  involutional  melancholia,  and  one  of  chronic  psy- 
chosis. Of  the  neurotic  patients,  four  had  diagnoses  of  depressive  neurosis,  ^and 
there  was  one  diagnosis  each  of  anxiety  neurosis,  adjustment  reaction,  and 
alcoholism. 

When  the  study  ended,  all  but  two  of  the  patients  had  completed  day  treat- 
ment. The  time  spent  in  treatment  ranged  from  three  to  190  days,  with  an  aver- 
age of  53.4  days ;  the  average  length  of  treatment  in  calendar  days  was  88.5.  The 
costs  of  treatment  ranged  from  $315  to  $17,829,  with  an  average  cost  of  $5,019.71 
per  patient. 

Eighteen  of  the  31  patients,  or  58  percent,  made  significant  improvement,  as 
measured  by  the  centers'  treatment  staffs.  They  once  again  became  productive 
members  of  the  community :  that  is,  they  returned  to  work,  school,  or  family 
activities.  Two  patients  required  inpatient  hospitalization ;  one  improved  and  re- 
turned to  day  treatment,  and  the  second  appeared  to  need  long-term  inpatient 
care.  The  other  11  patients  showed  little  or  no  improvement. 

We  knew  of  no  valid  method  of  determining  the  cost-effectiveness  of  partial 
hospitalization  that  would  be  acceptable  to  all  sections  of  the  health  care  field. 
We  elected  to  base  our  calculations  on  the  premise  that  if  a  patient  had  not  been 
in  a  day  hospital  setting,  he  would  have  been  in  inpatient  treatment  for  the 
same  number  of  days.  The  measure  is  crude  because  obviously  some  patients 
might  be  hospitalized  for  a  longer  or  shorter  time,  but  we  hope  that  eventually, 
with  enough  cases,  the  lengths  of  stay  will  average  out  and  the  calculations  will 
yield  fairly  reliable  statistics.  We  estimated  the  cost  of  inpatient  care  (including 
hospital  and  physician's  charges)  in  the  Washington,  D.C.,  metropolitan  area  as 
$150  a  day.  which  we  felt  was  a  conservative  figure. 

On  that  basis,  if  the  31  patients  had  been  hospitalized  for  the  1654  days  they 
were  in  day  hospital  treatment,  the  cost  would  have  been  $411,150.  The  cost  of 
partial  ho?:pitalization  was  $155,611 ;  thus  there  was  an  estimated  on-paper  sav- 
ings of  $255,839. 
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The  amount  actually  saved  can  be  debated  indefinitely.  However,  if  the  sav- 
ings were  only  $50,000  and  the  care  given  was  appropriate,  it  should  be  ap- 
parent that  partial  hospitalization  is  a  cost-effective  alternative  for  selected 
patients. 

CRITERIA   FOR  REIMBURSEMENT 

We  recommend  that  day  hospitalization  no  longer  be  equated  with  outpatient 
care  in  group  health  policies  but  reimbursed  on  the  same  basis  as  inpatient  care. 
However,  we  make  that  recommendation  with  the  proviso  that,  to  be  eligible  for 
such  reimbursement,  a  day  hospital  should  meet  stringent  criteria  ensuring  that 
it  provides  appropriate,  intensive,  high-quality  treatment  rather  than  primarily 
custodial  care  or  training  or  recreational  activities.  The  criteria  established  for 
facilities'  participation  in  the  Aetna  study  would  appear  to  be  suitable  guidelines  : 

The  program  must  be  accredited  by  the  Joint  Commission  on  Accreditation  of 
Hospitals'  Council  for  Psychiatric  Facilities.  It  may  be  accredited  either  as  a  sep- 
arate facility  or  as  a  service  within  a  facility  accredited  by  JCAH. 

The  program  must  be  licensed  under  any  existing  licensing  requirements  in  that 
jurisdiction.  Where  required,  the  facility  must  be  approved  by  the  applicable 
health  agency  and  the  state  certificate-of-need  agency. 

The  program  must  develop  and  maintain  a  long-range  development  plan  ap- 
proved by  the  facility's  board  of  directors. 

There  must  be  explicit  and  detailed  statements  of  objectives  that  include  a  de- 
scription of  who  shall  be  treated,  for  what  conditions,  and  by  what  methods. 

The  program  must  have  a  director  who  is  a  board-eligible  psychiatrist  and  who 
has  enough  day-to-day  clinical  and  administrative  responsibility  for  the  program 
to  assure  that  there  is  always  adequate  psychiatric  manpower  to  meet  the  pro- 
gram's objectives.  The  program  must  be  staffed  by  at  least  three  licensed  and 
board-eligible  psychiatrists  who  are  directly  involved  in  the  program  by  providing 
services  to  patients,  training,  and  staff  supervision.  Documentation  that  a  psy- 
chiatrist is  present  at  all  times  during  the  treatment  day  must  be  available. 

A  registered  psychiatric  nurse  with  at  least  two  years'  experience  in  psychiatric 
programs  must  be  present  at  all  times  during  the  treatment  day,  as  well  as  other 
appropriate  professionals  such  as  a  licensed  clinical  psychologist,  a  qualified  psy- 
chiatric social  worker,  or  both.  There  must  be  suflScient  professional  staff  to 
maintain  the  objectives  of  an  intensive  treatment  program. 

The  program  must  operate  a  full  day  treatment  program  at  least  five  days  a 
week. 

A  staff  psychiatrist  must  provide  weekly  consultation,  which  includes  clinical 
assessments  of  patients,  to  the  treatment  staff  and  must  conduct  appropraite  psy- 
chotherapy with  each  patient.  Adequately  supervised  treatment  by  a  psychiatric 
resident  will  be  acceptable  in  lieu  of  direct  treatment  by  a  staff  psychiatrist. 

The  program  must  have  individualized  treatment  plans  that  include  regular 
input  from  the  psychiatrist.  Such  plans  must  include  a  formal  mechanism  for  dis- 
charge planning  that  is  designed  to  discharge  patients  promptly  to  other,  more 
appropriate  levels  of  care.  The  discharge  planning  mechanism  must  be  docu- 
mented, with  the  documentation  available  on  request. 

The  program  must  provide  emergency  psychiatric  care,  including  overnight  care 
if  necessary,  and  must  have  a  demonstrable  capability  to  respond  promptly  to 
crises  and  emergencies  24  hours  a  day  365  days  a  year.  Independent,  free-standing 
facilities  must  have  a  written  agreement  with  a  hospital  for  the  provision  of 
such  care. 

The  program  must  have  the  necessary  equipment  and  staff  to  provide  fii-st  aid 
in  medical  emergencies. 

The  program  must  maintain  current  and  complete  medical  records  for  each 
patient,  and  the  records  must  be  available  for  review,  on  request,  for  claims  ad- 
judication and  for  utilization  review.  Each  medical  record  must  contain  an 
admitting  notation  and  diagnosis  by  a  psychiatrist ;  a  complete  psychiatric  his- 
tory ;  a  report  of  a  current  physical  examination,  including  a  medical  history 
and  results  of  necessary  laboratory  tests ;  a  current  and  complete  treatment  plan, 
including  prognosis ;  and,  for  discharged  patients,  a  discharge  summary. 

The  program  must  have  a  comprehensive  written  plan  for  external  utilization 
review  and  detailed  records  of  utilization  review  meetings.  Utilization  review 
must  be  conducted  at  least  twice  a  month  by  a  visiting  board-eligible  psychiatrist ; 
the  psychiatrist  must  not  be  beneficially  related  in  any  way  either  to  the  program 
or  to  the  facility  in  which  the  program  is  located. 
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The  physical  faciUty  and  space  provided  by  the  program  must  be  adequate  for 
the  provision  of  intensive  psychiatric  treatment. 

^  Facilities  functioning  primarily  as  schools  or  as  training,  custodial,  or  recrea- 
tional institutions  will  not  be  considered  day  hospital  programs  for  purposes  of 
reimbursement.  Schooling,  therapeutic  or  otherwise,  is  also  excluded,  as  are  pro- 
grams m  which  schooling  is  a  major  modality. 

Adequate  financial  and  other  records  or  information  must  be  made  available 
to  the  insurer  so  that  adjustments  may  be  made  for  schooling  and  other  non- 
medical and  nonreimbursable  services. 

In  America  psychriatic  treatment  has  been  dominated  by  the  use  of  inpatient 
hospitalization.  In  recent  years  many  long-term  custodial  patients  have  been 
discharged  to  the  community,  to  situations  as  bad  as  or  worse  than  thev  faced 
as  an  inpatient.  We  believe  that  even  more  emphasis  must  be  put  on  alternative 
forms  of  psychiatric  treatment.  Day  hospitalization  appears  to  be  among  the 
most  promising  currently  available  modalities,  both  clinically  and  economicallv. 

But  in  spite  of  its  obvious  clinical  and  economic  advantages,"^  dav  hospitalization 
has  seldom  been  successful  in  the  private  sector.  Since  the  pilot  project  was 
completed,  the  two  facilities  involved  in  the  study  have  closed.  Their  closing  was 
a  loss  to  their  communities  and  is  indicative  of  the  difficulties  day  hospitalization 
faces  in  competing  with  inpatient  treatment.  We  hope  that  this  study  will  encour- 
age third-party  payers  to  eliminate  the  differentials  in  coverage  of  the  two  modaLL- 
ties  and  thus  to  give  support  to  a  highly  beneficial  modality. 

Exhibit  2 

Issue  Paper:  Medicare  :Mental  Health  Legislative  Improvemeis'ts 
(By  Jerrold  J.  Hercenberg) 

^ledicare  coverage  of  mental  health  services  has  been  unchanged  since  1965. 
The  lack  of  adjustment  of  Medicare  to  federal  and  state  deinstitutionalization 
efforts  and  strategies  to  promote  ambulatory  mental  health  services  (particularly 
through  CMHCs)  has  contributed  to  the  abandoning  of  many  elderly  and  disabled 
Americans  in  need  of  mental  health  care. 

Originally  designed  to  concentrate  federal  funds  for  active  treatment,  the 
current  Medicare  program  attempts  to  avoid  refinancing  of  state  institutions, 
non-medical  services,  and  over-utilization  of  "faith  healer  services,"  by  placing 
limits  on  the  lifetime  use  of  inpatient  services  and  limiting  outpatient  coverage 
to  a  maximum  of  $250  annually  while  requiring  a  50  percent  copayment,  a 
financial  obstacle  to  care  for  many  Medicare  eligibles.  Thus,  Medicare  has  been 
penny-wise  and  pound-foolish,  concentrating  over  80  percent  of  its  mental  health 
eare  investment  in  acute  care  inpatient  hospitalizations. 

As  a  result,  this  system  of  financing  has  created  numerous  disincentives  which: 

(1)  Make  it  easier  to  institutionalize  patients  than  to  provide  ambulatory 
care ; 

(2)  Establish  no  effective  controls  over  the  proper  use  of  services  and 
treatment : 

(3)  Reimburse  health  agencies  and  providers  more  (in  some  instances)  than 
mental  health  specialties  for  mental  health  services  and  treatment;  and 

(4)  Promote  unnecessary  utilization  and  irrelevant  treatment  of  patients 
through  health  care  providers  (particularly  ICF's,  nursing  homes,  and  other 
inpatient  facilities)  when  mental  health  services  are  needed. 

Pending  are  three  proposals  to  adjust  the  inadequacies  of  mental  health 
coverage  under  Medicare : 

Option  A. — Increase  the  federal  copayment  from  the  current  effective  50 
percent  to  a  straight  80  percent  of  up  to  $500  (similar  to  the  rate  for  physical 
health) 

Option  B. — Increase  the  reimbursement  limit  from  the  current  effective  ceiling 
of  $250  to  an  effective  limit  of  $750 

Option  C. — Establish  a  new  class  of  Medicare  provider — CMHCs — to  be  fully 
reimbursed  for  up  to  10  outpatient  visits  and  reimbursed  for  partial  hospitaliza- 
tion services,  with  demonstration  programs  for  future  development  of  mental 
liealth  service  coverage 
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While  both  Options  A  and  B  appear  on  the  surface  to  alleviate  discriminatory 
patterns  in  Medicare,  they  both  have  significant  drawbacks  for  a  low  cost  Medi- 
care improvements  bill : 

(1)  High  cost  to  Medicare  (together  they  may  cost  as  much  as  $180  million 
extra  annually). 

(2)  Limited  benefit  to  consumers — the  80/20  copayment  would  ease  financial 
burdens  but  would  not  necessarily  improve  current  utilization  or  availability 
of  services;  the  $750  reimbursement  limit  change  would  only  benefit  those 
patients  able  to  afford  more  services,  offering  no  relief  to  poor  or  near  poor  Medi- 
care recipients  who  live  in  states  with  non-mental  health  Medicaid  programs  or 
are  ineligible  to  participate. 

(3)  More  incentive  for  private  practitioners  to  abandon  organized  care  settings. 

(4)  No  data  or  control  procedures  to  assure  appropriate  utilization  of  out- 
patient mental  health  services. 

(5>  Failure  to  address  current  and  pending  reductions  in  existing  community 
mental  health  center  services  from  centers  that  have  completed  bah;ic  federal 
support  and  are  unable  to  maintain  outpatient  services  due  to  inadequate  third 
party  financing. 

In  contrast.  Option  C  offers  low  cost  and  judicious  improvements  to  Medicare : 

(1)  Equitable  reimbursement  for  identical  services  for  all  mental  health  pro- 
viders at  minimum  cost  to  Medicare  and  maximum  benefit  to  consumers. 

Because  current  provider  status  criteria  were  developed  for  physical  health 
care  settings,  many  CMHC's  do  not  qualify  as  full  providers.  Consequently,  re- 
imbursement rates  for  the  same  mental  health  services  vary  among  CMHC's 
(depending  on  provider  affiliation)  and  are  sometimes  even  higher  for  general 
health  care  providers  (lacking  mental  health  expertise)  than  for  CMHC's. 

CMHC's  were  specifically  created  by  Congress  to  provide  specialized  mental 
health  services  at  low  cost  and  rely  increasingly  upon  third  party  payments  to 
finance  such  services.  Yet  many  CMHC's  face  financial  distress  and  services  cut- 
backs in  fiscal  year  1979  when  137  additional  CMHC's  will  terminate  federal  cate- 
gorical support.  Establishment  of  CMHC's  as  a  discrete  provider  class  under 
Option  C  would  avoid  dismantling  many  existing  services  by  increasing  the 
percentage  of  CMHC  budget  from  Medicare  (from  the  low  level  of  2.3  percent  of 
CMHC  revenues  nationwise  in  1976).  Thus,  equitable  reimbursement  depending 
upon  the  type  of  services  offered  and  based  upon  criteria  for  mental  health 
services  would : 

Improve  elderly  utilization  by  expanding  service  availability ; 

Reduce  inappropriate  high  cost  treatment ; 

Increase  incentives  for  physicians  to  practice  in  CMHC's ;  and 
Alleviate  financial  distress  of  "graduate"  CMHC's. 

Further,  the  cost  of  implementing  a  new  CMHC  provider  class,  which  allows 
full  reimbursement  for  up  to  10  outpatient  visits  and  allows  partial  hospitaliza- 
tion as  an  alternative  to  inpatient  services,  would  not  exceed  $13.9  million  in  the 
first  full  year  of  operation. 

(2)  Data  and  federal  controls  for  improved  accountability  and  cost  efficiency 
of  mental  health  services. 

Alarmingly,  the  Health  Care  Financing  Administration  maintains  no  up-to- 
date  or  detailed  records  of  annual  mental  health  inpatient  or  outpatient  expendi- 
tures or  data  (from  service  utilization  patterns,  provider  data,  client  population 
status  data,  or  costs)  to  forecast  future  demand  and  costs  for  services. 

A  refined  data  base  and  well  managed  planning  of  future  mental  health  serv- 
ices, developed  through  controlled  growth  and  demonstrations,  are  essential  given 
the  HEW  projection  that  mental  health  coverage  in  Medicare  is  expected  to  rise 
from  the  current  level  of  $250  million  annually  to  over  $500  million  by  1985. 

ADAMHA  and  HCFA  would  be  required  to  define  reimbursable  services,  utili- 
zation review  requirements,  and  cost  controls  for  CMHC's  which  standards  would 
then  be  tested  under  a  three-year  demonstration  program.  This  demonstration 
program  would  produce  data  necessary  to  determine  major  statutory  changes  for 
mental  health  Medicare  improvements  based  on  : 

Outpatient  reimbursement  incentives ; 

Costs  and  offsets  to  Medicare  physical  and  mental  health  reimbursement ; 
Quality  of  services  and  comparative  costs  through  well  developed  management 
techniques ;  and 
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Effects  of  increased  mental  liealth  service  alternatives  on  deinstitutionaliza- 
tion. 

Computation  of  maximum  medicare  liaUlity  for  outpatient  mental  health  cover- 
age (options  A  and  B) 

[In  millions  of  dollars  based  on  150,000  outpatients  in  fiscal  year  1977] 


Method  1 : 

Proposed  80/20  copayment,  $500  limit  ($400  reimbursement)   $60.  0 

Current  50/50  copayment,  $500  limit  ($250  reimbursement)   37.  5 

Increase  for  implementation  of  80/20  copayment   22.  5 

Proposed  $750  maximum  reimbursement   112.  5 

Current  $250  maximum  reimbursement   37.  5 

Increase  for  implementation  of  $750  ceiling   75.  0 


The  actual  increase  for  implementation  of  both  changes  cannot  be  determined 
precisely  because  the  conjugal  effect  would  create  additional  demand.  The  mini- 
mum increase  would  be  $75  million  (cost  for  implementation  of  $750  maximum 
reimbursement). 


Method  2 : 

Costs  under  current  law  : 

Total  1976  CMHC  outpatient  expenses  (estimated)   $4.  4 

Total  1976  medicare  outpatient  expenses  (estimated)   37.  5 

Costs  under  proposed  changes  : 

1.  Overall  shift  in  Coinsurance  to  80  percent  of  $500  maximum : 

(a)  For  CMHC's  (Federal)   $6.9 

{h)  Total  medicare  (includes  CMHC's)   58.8 

2.  Increase  in  total  reimbursement  for  outpatient  coverage  (up  to 

$750  maximum)  : 

(a)  For  CMHC's  (Federal)  $15.8 

(&)  Total  medicare  (includes  CMHC's)  134.  5^ 


Assumptions  for  both  methods 

1.  Maximum  reimbursement  for  all  patients  annually  from  all  current  providers. 

2.  No  offset  to  costs  (e.g.,  hospitalization)  under  title  XVIII. 

3.  Zero  percent  inflation  between  fiscal  year  1977  and  time  period  when  proposal 
takes  effect. 

4.  No  additional  demand  for  mental  health  services  from  current  eligible  non- 
users. 

LOW   COST  CMHC   MEDICAEE  IMPEOVEMENT  LEGISLATIVE  PEOPOSAL 

Stage  1:  fiscal  year  1919 

(1)  Establish  provider  status  for  community  mental  health  centers  which: 
{a)  Meet  requirements  of  Public  Law  94-63  ; 

(6)  Have  all  mental  health  care  coordinated  by  a  mental  health  professional; 

(c)  Meet  all  requirement  for  local  licensing  ; 

{d)  Meet  HEW  requirements  for  record  keeping  and  accounting ; 

(e)  Meet  staffing  requirements  ; 

(/)  Meet  stringent  requirements  for  quality  assurance  and  utilization  speci- 
fied in  the  Act. 

(2)  Establish  a  new  Medicare  category  of  mental  health  services  labeled  "par- 
tial hospitalization  services  in  community  mental  health  centers,"  available  as  a 
substitute  for  inpatient  services  on  the  basis  of  4  visits  per  inpatient  day,  up  to  60 
visits  per  year.  [Note. — Currently,  Medicare  spends  more  than  80  percent  of  its 
mental  health  coverage  on  inpatient  care.  The  substitute  service  offers  an  ambula- 
tory alternative  which  may  reduce  cost  from  $200  per  day  inpatient  to  less  than 
$60  per  visit  for  full  day  treatment  and  rehabilitation.] 

(3)  Establish  a  new  Medicare  category  of  mental  health  services  labeled  "out- 
patient services  in  a  community  mental  health  center,"  allowing  a  mental  health 
center  to  continue  less  intensive  treatment  for  patients  up  to  10  visits  annually. 
[Note. — Current  limitations  in  the  law  inhibit  utilization  of  services  under  Part 
B  of  Medicare,  due  to  the  high  copayment  rate.] 
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stage  2:  Fiscal  year  1980-81 

(4)  Establish  provider  status  for  commodity  mental  health  centers  which  meet 
national  HEW  standards  and  certification  (in  lieu  of  requirements  under  Public 
Law  94-63)  and  which  conform  to  requirements  listed  in  1  (b)-(f)  above. 

National  standards  should  be  developed  jointly  between  the  Health  Care  Fi- 
nancing Administration  and  the  Alcohol,  Drug  Abuse  and  Mental  Health  Admin- 
istration on  the  basis  of : 

(a)  Core  standards  for  all  community  mental  health  services  programs; 

(&)  Definitions  of  services,  utilization  and  quality  assurance  review  require- 
ments, and  cost  containment  of  services. 

Community  mental  health  center  standards  developed  by  the  Joint  Commission 
on  Accreditation  of  Hospitals  could  be  substituted  for  HCFA  certification  begin- 
ning in  fiscal  year  1980. 

Maximum  cost  estimates  for  mental  health  medicare  improvements  for 
Federal  CMHC's 

[In  millions  of  dollars  for  1  full  year  of  operations] 


Total  1976  medicare  costs  in  CMHC's  $21.8 

Estimated  total  1976  medicare  outpatient  costs  in  CMHC's   4.  4 

1.  Low-cost  CMHC  medicare  improvements  (option  C)  : 

(a)  Federal  CMHC  provider  status  allows  all  CMCH's  meeting 
requirements  of  Public  Law  to  have  billing  status 

under  title  XVIII    (assuming  no  change  in  outpatient 

limits)  :  Outpatient  increase   7.1 

Total   (a)   $7.1 

(&)  Covers  up  to  10  outpatient  visits  in  Federal  CMHC's  as  part 

of  new  provider  categoiy   6.  8 

Total  1  (a)  4-  (b)   13.  9 

2.  Change  copayment  rate  (option  A)  : 

Allows  80  percent  of  .$500  maximum  reimbursement  for  outpatient 

services    6. 9 

Estimate  assumes  provider  status  [1(a)  above]   8.71 

Total  2  (1(a)  plus  2)   15.61 

3.  Change  outpatient  limit  (option  B)  : 

Allows    reimbursement    for    outpatient    services    up    to  $750 

maximum    15. 8 

Estimate  assumes  80/20  copayment  (2  above)   15.  61 

Total  3  (2  plus  3)   31.41 


Assumptions 

1.  Maximum  reimbursement  for  all  patients  treated  under  title  XVIII  annu- 
ally from  all  current  providers. 

2.  Change  in  provider  status  will : 

(a)  Affect  only  free-standing  CMHC's  for  Medicare  inpatient; 
(6)  Result  in  shift  in  reimbursement  to  cost  basis  for  outpatient; 
(c)  Result  in  substitution  of  partial  hospitalization  for  some  inpatient 
services  reflecting  higher  outpatient  of  proposed  changes. 

3.  Zero  inflation  between  1977  and  implementation  of  proposed  changes. 

4.  No  increase  in  demand  for  mental  health  services  under  title  XVIII. 

5.  No  offset  to  overall  costs  under  title  XVIII. 

Note. — See  CMHC  data  sheet  for  explanation  of  cost  estimates. 

EXPLANATION  OF  LOW  COST  CMHC  MEDICARE  IMPROVEMENTS— CMHC  DATA  SHEET 
11976  figuresl 


Average       Title  XVIII 

Type  of  CMHC  CMHC's        Providers      reimburse-  source 

ment 


General  hospital...      103  103  $107,000  A  and  B. 

State  mental  hosoital     15  15  60,000  A  and  B. 

Private  psyciiiatric  iiospital     11  11  132,000  A  and  B. 

Freestanding   68  42  40,000  A  and  B. 

Hospital  affiliated.   351  0  19,000  B  only. 


Total      548  171  40,000 


33-997—78  8 
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Creation  of  a  new  provider  category  under  Title  XVIII  would  primarily 
benefit  non-general  hospital-based  CMHC's  (whieli  currently  do  not  iiold  full 
provider  status) . 

If  provider  status  is  granted  under  current  Medicare  law  ($250  outpatient 
limit,  50  percent  copayment),  average  reimbursements  to  centers  theoretically 
could  rise  to  the  general  hospital-based  CMHC  level  ($107,000).  However,  ap- 
proximately 80  percent  of  current  Medicare  reimbursements  for  general  hospital- 
based  CMHC's  is  for  inpatient  costs.  Inpatient  services  in  current  non-status 
CMHC  providers  will  not  be  utilized  to  the  same  extent  as  in  general  hospital- 
based  CMHC's.  Thus,  for  most  CMHC's  obtaining  comparable  status  to  general 
hospital-based  centers,  no  additional  inpatient  reimbursements  may  be  anticipated. 

Provider  status  would  equalize  reimbursement  for  outpatient  services  on  an 
actual  cost  basis  for  all  types  of  CMHC's.  The  additional  outpatient  cost  for 
non-geueral  hospital-based  CMHC's  is  based  upon  the  difference  between  the 
current  total  of  outpatient  reimbursements  and  the  projected  total  of  outpatient 
reimbursements  after  equalization.  Simply,  this  amounts  to  20  percent  of  $35.7 
million,  or  $7.1  million. 

Further,  in  establishing  a  CMHC  provider  class,  it  is  desirable  to  encourage 
outpatient  services  within  controlled  limits.  Unlike  proposals  to  change  the 
copayment  feature  or  the  fixed  dollar  limit,  a  proposal  to  cover  10  outpatient 
visits  in  CMHC's  (without  copayment)  would: 

(a)  Increase  services  to  needy  elderly  ; 

(b)  Reduce  the  burden  for  payment ; 

(c)  Be  subject  to  closer  utilization  review  and  controls;  and 

(d)  Provide  data  from  which  Congress  could  further  determine  the  desira- 

bility of  outpatient  mental  health  care. 
Finally,  this  proposal  would  not  break  the  bank.  The  estimated  cost  of  provid- 
ing 10  outpatient  visits  to  the  current  CMHC  Medicare  population  is  $6.8  million 
annually  (20,000  outpatients  times  10  visits  times  $40/visit  less  $60  deductible). 

Senator  Matsunaga.  Thank  you  very  much. 

Dr.  Stewart  or  Dr.  Wolfe,  whoever  prefers  to  answer,  granted  that 
there  are  many  good  mental  health  centers,  are  there  many  poor  ones 
as  well  ?  If  so,  exactly  how  should  they  be  sorted  out  ? 

Mr.  Stewart.  How  should  they  what  ? 

Senator  ^Matsunaga.  There  are  good  mental  health  centers,  but 
presumably  there  are  also  poor  ones,  which  do  not  perform  as  well 
as  they  ought  to.  How  should  these  centers  be  sorted  out  ?  In  what  way 
could  we  distinguish  the  good  centers  from  the  poor  centers  so  that 
we  may  protect  the  public,  in  as  much  as  the  Federal  Government  is 
helping  to  finance  these  centers  ? 

Mr.  Stewart.  My  anxiety  over  my  original  staffing  grant  running 
out  at  the  end  of  this  month  caused  me  to  hear  you  were  poor  in  terms 
of  a  money  situation,  but  I  hear  what  you  are  saying. 

John? 

Mr.  Wolfe.  I  think  any  of  the  centers  federally  funded  are  certainly 
scrutinized  in  varying  degrees  by  the  agency  providing  the  funds; 
namely,  the  National  Institute  of  Mental  Health.  NI^iH  has  had  its 
own  problems  and  difficulties  in  terms  of  not  having  enough  staff  and 
the  reorganization  that  took  place  a  few  years  ago  at  the  regional  level. 

Indeed,  centralization,  which  I  think  has  contributed  to  the  fact 
that  the  centers  many  times  have  not  received  the  technical  assistance 
of  monitoring  necessary.  I  do  not  think  that  speaks  to  any  center  in- 
tentionally trying  to  provide  poor  services,  but  they  have  need  of  as- 
sistance, but  have  not  been  able  to  receive  it  from  the  funding  agencies 
itself,  namely  the  Federal  Governm^ent. 

Senator  Matsunaga.  Is  it  true  that  many  mental  health  centers  are 
understaffed  and  perhaps,  as  a  consequence,  or  due  to  other  causes, 
are  costly  and  imj)roperly  managed  ? 
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Mr.  Wolfe.  I  would  not  draw  that  conclusion.  Many  mental  health 
centers  have  a  difficulty  in  the  charge  t^iven  to  them  by  the  Govern- 
ment in  the  sense  that  they  are  to  plan  and  provide  services  to  all  peo- 
ple within  their  catchment  area.  The  funds  and  the  expectations  have 
not  matched  the  reality  in  terms  of  the  moneys  being  available. 

This,  in  itself,  has  caused  many  problems  in  providing  services  that 
the  centers  want  to  provide.  I  think  the  areas  you  were  addressing 
today  in  terms  of  medicare  speaks  to  that.  It  was  the  intent  back  in 
1963  that  the  centers  would,  indeed,  be  picked  up  by  other  forms  of 
reimbursement  and  that  has  not  followed  either  through  legislation 
or  other  third  party  payments. 

This  has  resulted  in  some  centers  having  fiscal  difficulties  which,  in 
turn,  reflect  in  the  kind  of  services  they  can  provide. 

Senator  Matsun"aga.  There  is  some  allegation  that  specific  and  sci- 
entific evidence  is  lacking  to  demonstrate  the  efficacy  of  the  treatm.ent 
provided  in  mental  health  centers.  Is  there  any  truth  to  his  claim? 
Can  you  point  to  any  evidence  to  the  contrary  ? 

Mr.  Wolfe.  Yes ;  I  think  the  testimony  we  heard  from  psychologists 
and  psychiatrists  today  would  speak  to  that.  Indeed,  the  staffs  at 
the  mental  health  centers  are  staffed  by  psychiatrists,  psychologists, 
social  workers  and  nurses. 

The  issue  I  hear  in  the  question  is  whether  or  not  psychotherapy 
and  treatment  by  the  disciplines  can  be  effective  or  not.  That  is  the 
issue  at  the  mental  health  centers — the  issue  that  psychotherapy  is 
indeed  something  helpful.  I  believe  it  can  be,  and  I  think  there  is 
evidence  to  that  effect. 

Senator  Matsunaga.  Could  you  provide  such  evidence  for  the 
record  ? 

Mr.  Wolfe.  Certainly. 

Senator  Matsunaga.  I  would  appreciate  that. 

[The  following  was  subsequently  supplied  for  the  record:] 

Program  Evaluation  Summary  :  NIMH  Community  Programs 
(By  J.  Richard  Woy,  Ph.  D.) 
I.  background  and  introduction 

The  purpose  of  the  Community  Mental  Health  Centers  (CMHC)  program 
is  to  make  comprehensive  community-based  mental  health  care  available  to 
every  resident  of  this  country.  Begun  in  1963,  this  program  has  sought  its 
goal  by  providing  project  grants  to  initiate  CMHC's.  Grants  to  build  or  renovate 
facilities  and  grants  to  hire  staff  and  pay  other  expenses  have  both  been 
provided.  Each  Federally  funded  CMHC  must  provide  a  wide  range  of  mental 
health  services  including  a  variety  of  inpatient,  ambulatory,  and  indirect  services, 
and  each  Center  is  responsible  for  the  mental  health  needs  of  a  specific  geograph- 
ical area.  As  the  Federal  "seed  money"  in  each  CMHC  declines  and  then  termi- 
nates over  a  period  of  eight  years,  each  Center  is  expected  to  find  other  sources 
of  revenue  to  insure  its  continued  operation.  The  Federal  program  is  admin- 
istered by  the  NIMH  through  the  10  DHEW  Regional  Offices  across  the  country. 
There  are  approximately  600  operating  CMHC's  for  the  approximately  1,500 
possible  catchment  areas  in  the  United  States,  and  the  current  fiscal  year  107S 
appropriation  for  CMHC's  is  approximately  $250  million. 

Since  1969,  the  NIMH  has  conducted  over  50  evaluation  studies  of  the  CMHC 
program  at  a  cost  of  approximately  $5  million.  In  addition,  the  Division  of 
Biometry  and  Epidemiology  of  NIMH  regularly  collects  and  analyzes  extensive 
and  detailed  information  about  CMHC's,  and  a  number  of  other  studies  and 
analyses  of  the  CMHC  program  have  been  conducted  by  non-government  orga- 
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nizations.  T^Tiile  tlie  overall  cost  of  these  many  studies  is  only  a  tiny  fraction 
of  tlie  Federal  investment  in  the  pro-am,  the  CMHC  program  has  been  studied 
and  analyzed  much  more  intensively  than  any  other  component  of  the  nation's 
mental  health  system  and  perhaps  more  than  any  other  Federal  program  of 
comparable  size  and  importance.  As  a  result,  space  limitations  preclude  inclusion 
of  all  of  the  potentially  relevant  evaluation  findings  in  this  brief  summary. 

II.  FEDERAL  POLICY  RELEVANT  KNOWLEDGE 

A.  Services  ejfectweness 

The  effectiveness  of  the  CMHC  program  may  be  viewed  from  four  different 
perspectives:  (1)  measures  of  effort,  (2)  process  achievement,  (3)  client  out- 
come, and  (4)  community  impact.  The  NIMH's  approach  to  evaluation  of  th& 
CMHC  program  has  been  to  remain  within  the  boundaries  of  current  evaluation 
research  technology  and  to  examine  issues  relevant  to  improvement  and  refine- 
ment of  the  program. 

In  terms  of  measures  of  effort,  the  CMHC  program  clearly  has  been  a  success. 
Since  1963  nearly  600  CMHC's  have  been  initiated,  making  CMHCs'  services 
available  to  over  40  percent  of  the  residents  of  the  United  States.  The  range 
and  quantity  of  mental  health  services  utilized  by  the  American  public  has  in- 
creased rapidly  during  that  period,  and  a  significant  portion  of  that  increase 
can  be  attributed  to  the  CMHC  program.  [1]  In  1976,  almost  1.9  million  people 
were  under  care  in  Federally  funded  CMHC's,  and  the  average  CMHC  reported  a 
careload  of  3,426  persons  of  which  1,854  were  new  additions  during  that  year. 
During  the  past  eight  years,  the  caseload  in  the  average  Center  has  more  than 
doubled,  and  the  unduplicated  count  of  new  additions  each  year  has  increased 
some  70  percent.  In  addition,  a  ten-year  longitudinal  study  of  matched  pairs 
of  counties,  one  of  each  pair  with  a  CMHC  and  one  without,  found  that  areas 
with  CMHC's  tend  to  develop  not  only  more  mental  health  services  over  the 
course  of  time,  but  also  more  health  and  human  services  programs  than  do 
areas  without  CMHC's.  [2]  The  program  has  not  yet  achieved  the  goal  of  cover- 
ing the  country  with  CMHC's,  but  there  has  been  significant  progress. 

The  CMHC  program  has  a  number  of  process  objectives,  ways  that  services 
should  be  provided  if  CMHC's  are  to  truly  meet  the  mental  health  needs  of  their 
communities ;  and  a  number  of  evaluation  studies  have  examined  the  extent  to 
which  CMHC's  are  accomplishing  these  process  objectives.  [1]  Active  citizen 
participation  in  CMHCs'  operations  has  been  a  goal  from  the  beginning,  but, 
studies  of  citizen  involvement  in  CMHC's  revealed  weaknesses  in  this  area.  [3, 
15,  16]  CMHC's  are  required  to  provide  for  the  mental  health  needs  of  all  the 
residents  of  their  catchment  areas,  and  yet  studies  of  Centers'  services  to  the 
elderly,  [4]  children,  [5]  and  patients  discharged  from  State  mental  institutions [6] 
have  revealed  deficiencies  in  services  to  these  groups.  A  key  concept  in  the  CMHC 
program  is  that  of  accessibility;  a  study  of  the  accessibility  of  CMHC's  found 
strengths  and  weaknesses  in  this  area  and  recommended  increased  involvement 
with  other  caregivers,  more  publicity,  and  use  of  satellite  clinics.  [7]  These  studies^ 
have  played  a  part  in  discussion  of  the  CMHC  legislation,  and  the  Community 
Mental  Health  Center  Amendments  of  1975  (Title  III  of  Public  Law  94-63)  re- 
vised the  earlier  legislation  in  ways  designed  to  solve  the  problems  identified  in 
these  studies.  Results  of  a  recently  completed  study,  however,  indicate  that  weak- 
nesses in  Centers'  services  to  the  elderly  and  to  patients  discharged  from  State 
mental  institutions  still  remain.  [8]  It  should  be  noted  that  none  of  the  above 
studies  of  Centers'  achievement  of  process  objectives  compared  CMHC's  to  other 
medical  health  programs,  but  rather  measured  Centers'  performance  against  the 
CMHC  Act's  ambitious  goals ;  and  so  the  studies'  results  do  not  indicate  that  the 
CMHC  program  is  either  superior  or  inferior  to  other  mental  health  programs 
in  these  areas. 

As  indicated  above,  the  effectiveness  of  the  CMHC  program  can  also  be  viewed 
from  the  perspectives  of  client  outcome  and  community  impact,  and,  of  course, 
ultimately  these  are  the  most  important  perspectives  from  which  to  assess  the 
program.  Unfortunately,  the  effects  of  CMHC's  and  of  other  components  of  the 
nation's  mental  health  system,  including  the  private  sector,  upon  the  emotional 
well-being  of  their  clients  and  their  communities  are  not  known  at  this  time. 
Questions  about  the  effectiveness  of  basic  mental  health  treatment  tools  such 
as  psychotherapy  remain  unresoved,  and  scientific  assessment  of  the  effects 
of  complex  organizations  upon  the  mental  health  of  their  clients  and  their  host 
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commimities  is  still  in  its  infancy.  The  NIMH  lias  supported  a  number  of  proj- 
ects to  develop  better  research  strategies  in  this  area  and  to  disseminate  the 
best  current  methods.  [IT,  IS,  19,  20] 

B.  Costs  and  efficiency 

The  most  important  studies  in  this  area  have  been  those  examining  the  "seed 
money"  concept.  Because  Federal  funding  of  CMHC's  is  done  on  a  declining 
formula  basis,  individual  CMHC's  must  obtain  alternate  sources  of  funds  prior 
to  termination  of  the  Federal  grant  if  they  are  to  survive.  Whether  or  not 
CMHCs  were  making  appropriate  preparations  and  would  in  fact  succeed  in 
making  an  adequate  transition  to  other  sources  of  revenue  has  been  an  object  of 
study  and  concern  for  some  years  [9, 10, 11]  because  the  survival  and  growth  of 
the  community  mental  health  system  in  this  country  depends  upon  it.  A  recently 
completed  study  [12]  examined  a  cohort  of  CMHC's  which  had  completed  their 
eight  years  of  Federal  grants  and  found  that  while  the  Centers  remained  fiscally 
viable,  they  quickly  began  to  compromise  the  CMHC  ideology  in  response 
to  the  constraints  of  their  new  funding  sources.  In  particular,  the  inves- 
tigators found  increasing  inpatient  care  and  decreasing  ambulatory  and  indirect 
services  in  the  cohort  of  Centers.  The  study's  final  report  recommended  additional 
^'maintenance"  funds  for  CMHC's  after  the  end  of  the  eight  years  of  Federal 
grants,  more  funds  for  Consultation  and  Education  grants,  and  inclusion  of 
CMHC's  as  providers  under  any  future  national  health  insurance  program. 

A  second  recently  completed  study  examined  differences  between  those  Centers 
that  have  terminated  their  Federal  CMHC  grants  after  eight  years  and  remained 
{?elf-suflicient  and  those  Centers  that  have  completed  their  eight  years  of  Federal 
grants  but  have  sought  and  been  awarded  additional  grant  funds  under  the 
Community  Mental  Health  Center  Amendments  of  1975.  [13]  The  findings  indi- 
cate the  continued  funding  group  have  not  been  very  successful  in  obtaining 
alternate  sources  of  funds  and  need  the  additional  Federal  funds  to  survive.  The 
other  group  of  Centers  has  been  quite  successful  in  obtaining  alternate  sources 
of  funds,  particularly  third  party  reimbursements,  but  appears  to  be  changing 
its  programs  and  mix  of  services  away  from  the  CMHC  model.  These  Centers 
appear  to  be  emphasizing  inpatient  services,  which  are  more  easily  and  gener- 
ously reimbursed  than  ambulatory  services  under  ^Medicaid  and  many  private 
insurance  plans.  This  study  indicates  the  serious  need  for  a  stable  ongoing  source 
of  funding  for  all  of  tlie  services  rendered  by  CMHC's  if  the  whole  range  of 
community  mental  health  services  are  to  remain  available. 

€.  Management 

The  management  of  the  CMHC  program  has  at  least  two  layers  and  in  some 
cases  several  layers.  The  XIMH  and  the  10  DHEW  Regional  Offices  manage 
the  program  from  the  national  level,  and  there  is  an  extensive  system  for  de- 
velopment, review  and  approval  of  new  CMHC  grant  applications,  a  system  to 
develop  and  disseminate  regulations  and  guidelines  for  the  program,  a  program 
to  review  and  approve  annual  CMHC  project  updates,  a  program  to  provide 
technical  assistance  and  training  in  management  to  CMHC's,  and  a  program  of 
site  visits  by  Regional  Office  staff  to  assure  implementation  of  the  CMHC  law 
■and  regulations  in  the  individual  CMHC's.  The  second  layer  of  management, 
of  course,  is  the  management  of  the  individual  CMHC's  themselves.  Finally, 
because  State  and  county  governments  contribute  heavily  to  the  support  of 
CMHC's  and  ultimately  assume  much  of  the  responsibility  for  ongoing  support 
of  the  CMHC's  after  the  end  of  Federal  grant  funding,  staff  of  State  govern- 
ments often  actively  participate  in  the  monitoring  and  oversight  of  CMHC's  in 
their  States. 

A  study  in  progress  is  examining  the  Federal  and  State  government's  manage- 
ment and  oversight  of  the  CMHC  program.  [14]  Results  will  be  available  in 
the  fall  of  1978.  Concerning  the  management  of  the  individual  CMHC's  them- 
selves, a  number  of  studies  have  found  deficiencies  in  the  fiscal  management 
of  CMHC's,  particularly  Centers'  cost  accounting  systems  and  mechanisms  to 
recover  fees  and  third  party  reimbursements.  [9,  10,  11]  Studies  discussed  above 
under  the  topic  '"process  objectives"  can  be  viewed  as  studies  of  the  effectiveness 
of  CMHC's  internal  management,  and  a  number  of  studies  have  noted  the  need  for 
improvements  in  the  internal  management  of  CMHC's.  [9.  10,  11.  21]  Perhaps 
more  than  any  other  Federal  social  program,  NIMH  has  encouraged  CMHC's  to 
evaluate  their  own  services  and  programs,  and  the  CMHC  Amendments  of  1975 
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now  make  self-evalnation  by  CMHC's  mandatory.  An  evalnation  of  this  self- 
evaluation  activity  in  CMHC's  is  now  in  progress.  [22] 

D.  Reform  initiatives 

Currently,  there  are  a  number  of  proposals  for  modification  of  the  CMHC 
program,  including  several  legislative  proposals  and  the  recommendations  of 
the  President's  Commission  on  Mental  Health.  Space  does  not  permit  discussion 
of  the  relevance  of  evaluation  research  findings  to  each  proposal;  however,  the 
findings  reported  above  clearly  add  to  the  weight  of  evidence  for  or  against 
various  of  the  proposed  changes  in  the  program.  In  addition,  other  evidence 
not  reported  here  is  relevant. 

III.  ALTERNATIVE  INTERPRETATIOTsrS  AND  PERSPECTIVES 

During  preparation  of  this  summary,  no  significantly  different  view  as  to 
interpretation  of  the  evidence  was  proposed. 
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INTRODUCTION 

The  community  mental  health  center  program  is  at  a  crossroads.  Developed 
on  the  premise  that  a  declining  Federal  contribution  would  produce  stable  fi- 
nancing after  a  period  of  time,  it  is  now  "graduating"  centers  into  a  world  of 
fiscal  constraint  and  uncertain  expectations.  To  merely  discuss  establishing  fur- 
ther centers  would  seem  rather  self-defeating,  so  long  as  the  premise  of  the  com- 
munity mental  health  center  (CMHC)  program  makes  possible  the  disappearance 
or  diminution  of  proven  programs  8  years  after  they  are  established.  And  yet 
there  is  a  clear  need  for  additional  community  mental  health  centers  and  sei-vices. 

Substantively,  there  is  a  crossfire  of  criticism.  Observers  point  to  the  relatively 
limited  role  the  centers  have  played  in  key  areas  like  prevention,  services  to 
I)opulations  at  special  risk,  and  services  to  the  previously  institutionalized.  Fur- 
thermore, it  is  contended  that  this  proves,  variously,  the  overpromising  of  the 
program ;  the  impossibility  of  performing  these  tasks :  the  fundamental  racial, 
ethnic,  and  income  cleavages  in  American  society  ;  the  lack  of  commitment  of  the 
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mental  health  professions ;  or  the  political  reality  of  the  appropriations  process 
at  all  levels  of  government. 

We  take  a  rather  different  view.  We  strongly  support  community  mental  health 
services  and  community  participation  in  the  planning  and  oversight  of  such  serv- 
ices.  We  believe  a  significant  number  of  the  community  mental  health  centers 
have  made  substantial  contributions  to  the  development  of  needed  community 
mental  health  services.  And  we  think  absurd  priorities  in  any  field  can  be  altered 
if  adequate  efforts  are  made  over  a  period  of  time. 

Iln  the  constellation  of  Federal  programs,  the  CMHC's  have  been,  in  fact,  a 
distinctly  small  item,  currently  costing  less  than  a  quarter  of  a  billion  dollars  a 
year  for  their  categorical  appropriation.  The  program  has  received  a  total  of 
approximately  $1.5  billion  in  categorical  Federal  funding  during  the  entire  14 
years  it  has  been  in  existence. 

Yet  this  relatively  small  funding  has  brought  590  operational  community 
mental  health  centers  to  areas  around  the  country,  with  another  85  funded  but 
not  yet  operational.  With  all  the  criticism  that  has  been  leveled  about  the  fail- 
ure of  the  centers  to  attract  other  resources,  every  dollar  put  in  by  he  CMHC 
program  itself  leverages  three  other  dollars  of  support.  The  bulk  of  this  addi- 
tional support  is  from  non-Federal  sources.  In  community  after  community 
around  America,  the  CMHC  program  has  created  important,  useful  mental  health 
services  that  would  not  be  in  existence  if  the  program  had  not  produced  them. 

At  the  same  time,  there  are  serious  problems  that  remain  throughout  the  entire 
country  in  regard  to  delivering  mental  health  services.  Overall,  neither  the  quan- 
tity nor  quality  of  available  services  is  sufiicient.  Some  areas  have  virtually  no 
community  mental  health  services ;  others  have  gaping  deficiencies  for  certain 
populations.  Even  where  there  are  CMHC's,  there  is  often  a  distressing  lack  of 
service  for  previously  institutionalized  patients  returning  to  the  community.  In 
addition,  not  enough  is  being  done  to  prevent  initial  institutionalization.  The 
populations  especially  at  risk,  as  recognized  in  the  1975  CMHC  legislation — chil- 
dren and  youth,  the  elderly,  and  substance  abusers^ — are  frequently  underserved. 
While  the  CMHC  program  has  made  generally  successful  efforts  from  the  'outset 
to  target  services  toward  minorities  and  the  poor,  there  are  still  gaps  in  these 
areas. 

A  special  problem  is  the  connection  of  some  centers  to  the  communities  of  which 
they  are  supposed  to  be  an  integral  part.  The  nature  of  this  problem,  in  any  given 
community,  in  those  instances  where  it  is  a  problem,  will  depend  on  the  form  of 
the  CMHC  in  that  community.  If  it  is  run  by  a  State  or  local  government  author- 
ity that  has  historically  tended  to  bureaucracy  and  lack  of  capacity  to  reach  out 
to  people  who  need  to  know  there  is  a  way  they  can  get  help,  the  problem  of  con- 
nection is  of  one  sort.  If,  at  the  other  extreme,  the  CMHC  is  a  freestanding  pro- 
gram governed  by  people  from  the  community,  the  problem  may  be  the  exact 
opposite :  failure  to  be  part  of  a  functioning  network  of  human  services  in  the 
relevant  geographical  area. 

This,  in  turn,  highlights  two  key  introductory  points :  the  tremendous  diversity 
of  the  program  that  is  encompassed  in  the  community  mental  health  center  con- 
cept in  terms  of  auspices,  governance,  location,  size,  pattern  of  service,  and  all  the 
rest ;  and  the  fact  that  many  of  the  program  dilemmas  are  hardly  the  fault  of 
individual  centers.  Over  the  past  years  there  has  been  a  failure  of  Federal  over- 
sight, technical  assistance,  evaluation,  and  leadership  that  is  at  the  heart  of  the 
current  matter.  It  is  important  to  note  that  over  these  same  years  previous  ad- 
ministrations had  sought  to  end  the  program,  arguing  that  a  successful  demon- 
stration project  no  longer  needed  to  be  demonstrated.  In  the  face  of  this  erosion  of 
support  (manifested  most  strikingly  by  the  administration's  impoundment  of 
congressionally  authorized  funds)  and  diminishing  resources  for  program  sup- 
port, there  has  been  an  increasing  need  for  such  services  and  leadership.  In  many 
ways,  to  criticize  the  centers  themselves  for  many  (but  not  all)  of  their  failings 
is  to  "blame  the  victim." 

To  the  same  end  we  v/ould  stress  as  strongly  as  we  possigly  can  that  there  will 
never  be  any  real  hope  of  adequate  community  mental  health  services  so  long  as 
over  half  the  American  mental  health  dollar  is  spent  on  State  institutions  and 
mental-health-related  nursing  home  care.  If  the  Commission  Is  unable  to  print 
a  clear  path  toward  Federal  policy  that  will  alter  the  current  balance  of  expendi- 
tures, we  doubt  the  efficacy  of  anything  that  it  might  recommend  regarding  com- 
munity mental  health  centers  and  services. 

Our  deliberations  elicited  a  cascade  of  observations  about  the  changes  in  the 
context  of  the  CMHC  program  over  the  past  14  years :  changes  in  expectations 
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about  what  the  program  can  accomplish ;  changes  in  the  financial  and  economic 
environment ;  changes  in  the  professions  and  the  public's  attitude  toward  them ; 
changes  in  the  "medical  model"  of  treatment  and  associated  changes  in  the  man- 
power mix;  the  development  of  consumerism,  advocacy,  and  legal  rights  in 
health  and  mental  health  care ;  and  many  others. 

If  there  is  one  change  we  could  point  to  above  all,  however,  it  is  this :  when 
the  CMHO  program  was  instituted,  the  centers  were  the  visible  symbol  of  mental 
health  services  in  the  community.  Now  there  are  many  new  services  and  pro- 
grams which  are  often  unassociated  with  CMHC's. 

On  February  5,  1963,  President  John  F.  Kennedy  sent  to  Congress  the  first 
Presidential  "Message  on  Mental  Illness  and  Mental  Retardation."  In  it,  he 
proposed  a  "national  mental  health  program  to  assist  in  the  inauguration  of  a 
wholly  new  emphasis  and  approach  to  care  for  the  mentally  ill." 

President  Kennedy's  program  w^as,  in  a  sense,  the  culmination  of  a  century 
of  struggle  to  gain  Federal  support  for  mental  health  services.  President  Frank- 
lin Pierce  had,  in  1854,  vetoed  legislation  which  would  have  made  Federal  land 
grants  available  to  facilitate  the  development  of  public  mental  hospitals,  stating 
that  he  could  find  no  constitutional  authority  for  the  Federal  Government  to  be 
"the  great  almoner  of  public  charity  throughout  the  United  States." 

The  Depression  of  the  1930's,  which  created  a  new  Federal  role  as  initiator  and 
supporter  of  national  social  welfare  programs,  eroded  that  constitutional  posi- 
tion. After  World  War  II,  accounts  gathered  from  among  the  three  thousand 
conscientious  objectors  who  had  served  in  State  mental  hospitals  helped  reveal 
to  the  public  the  abysmal  conditions  among  the  neglected  civilian  mentally  ill. 
The  returning  military  clinicians  also  helped  stimulate  a  new  wave  of  interest  in 
treatment  for  mental  illness.  This  led  first  to  the  establishment  of  the  National 
Institute  of  Mental  Health  in  1946,  and  then  to  the  creation  in  1955  of  the  Joint 
Commission  on  Mental  Health  and  Mental  Illness,  the  report  of  which  was  a 
major  underpinning  of  President  Kennedy's  message. 

The  Kennedy  administration's  program,  while  sharing  many  of  the  assumptions 
and  proposals  of  the  Joint  Commission,  differed  in  certain  key  ways.  For  one 
thing  the  administration  proposals  emphasized  primary  prevention  and  treat- 
ment in  community  mental  health  centers,  moving  the  primary  locus  of  treat- 
ment for  the  mentally  ill  away  from  the  State  hospitals,  as  opposed  to  using 
Federal  institutions  and  funding  for  State  hospital  improvement  (although  in 
the  interim  existing  authorization  for  demonstration  grants  to  them  would  be 
continued).  The  population  areas  to  be  served  by  the  community  mental  health 
centers  were  larger  than  the  Joint  Commission  had  proposed,  and  thus  the  ulti- 
mate number  to  be  established  was  lower.  Moreover,  the  concept  of  a  community 
mental  health  "center"  was  broader  than  that  of  the  community  mental  health 
"clinic"  which  the  Joint  Commission  had  spelled  out. 

While  it  recommended  large  increases  in  Federal  funding,  the  legislation  sought 
to  specifically  designated  funding  for  construction  and  initial  staffing  of  the 
community  mental  health  centers,  with  at  least  50  percent  of  the  cost  borne  by 
the  States.  Further,  this  Federal  assistance  was  to  diminish  over  time.  It  was 
asserted  that  the  centers  would  ultimately  be  financed  by  increased  State  and  local 
funds  made  available  through  the  phasing  out  of  State  hospitals  and,  it  was 
hoped,  by  the  private  sector  through  voluntary  insurance. 

The  Community  Mental  Health  Center  Act  was  ultimately  passed  by  the  Con- 
gress, but  the  law  which  was  signed  by  President  Kennedy  on  October  31,  1963, 
authorized  substantially  less  money  for  construction  of  centers  than  originally 
was  requested  and  also  eliminated  Federal  support  for  initial  staffing  and  opera- 
tion of  the  centers.  In  any  case,  the  National  Institute  of  Mental  Health  (NIMH) 
immediately  set  out  to  provide  for  State  mental  health  planning  and  to  draw 
up  the  required  regulations.  The  regulations  established  in  1964  state  tbat  "to 
qualify  for  Federal  construetion  .  .  .  grants,  an  applicant,  which  by  law  must 
be  a  public  or  private  nonprofit  agency,  must  present  a  plan  for  a  coordinated 
program  of  at  least  five  essential  mental  health  services :  inpatient  services, 
emergency  services,  partial  hospitalization  (such  as  daycare),  outpatient  serv- 
ices, and  consultation  and  educational  services."  There  were  also  several  services 
that  were  recommended  but  not  required.  These  included  specialized  diagnostic 
services,  rehabilitation,  preadmission  and  postdischarge  services  for  State  hos- 
pital patients,  research  and  evaluation  programs,  and  training  and  education 
activities.  In  addition,  the  regulations  mandated  linkages  of  information,  staff, 
and  patients  among  those  services  so  as  to  insure  continuity  of  care. 
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With  the  regulations  in  effect,  NIMH  began  to  fund  construction  of  community 
mental  liealtli  centers.  This  responsibility  was  augmented  with  the  passage  of 
the  Community  Mental  Health  Center  Amendments  of  19G5,  which  authorized 
grants  to  assist  in  paying  for  professional  and  technical  personnel  to  staff  the 
centers  in  the  initial  51  months  of  operation.  In  1987,  the  initial  construction 
and  subsequent  staffing  programs  were  renewed  by  Congress  for  3  more  years. 

By  1970,  it  had  become  apparent  that  the  original  estimate  of  the  length  of 
time  that  community  mental  health  centers  would  need  Federal  support  had 
been  overly  optimistic.  As  such,  the  Community  Mental  Health  Center  Amend- 
ments of  1970  not  only  extended  the  Act  for  3  more  years,  but  also  increased  the 
maximum  Federal  share  for  construction  and  staffing  grants.  All  centers  became 
eligible  for  support  over  a  total  period  of  96  months  (8  years)  rather  than  the 
51  months  that  had  originally  been  authorized.  Those  in  designated  poverty  areas 
could  receive  more  aid  than  others.  Additional  grants  called  "Part  F  Grants" 
were  allocated  for  specific  services  for  child  mental  health,  alcoholism,  and  drug 
abuse. 

In  1975,  Congress  passed  legislation  which  provided  for  a  substantial  revision 
of  the  original  Community  Mental  Health  Centers  Act.  For  the  first  time  there 
was  prescribed  within  the  legislation,  as  opposed  to  simply  regulations,  a  defi- 
nition of  a  "community  mental  health  center"  and  of  the  comprehensive  mental 
health  services  which  such  a  center  must  provide.  The  definition  contained  re- 
quirements for  the  organization  and  operation  of  such  centers;  provision  of 
services ;  coordination  of  services  with  other  entities  and  the  development  of  an 
integrated  system  of  care ;  staffing ;  availability  of  services ;  responsiveness  to 
the  community  served  ;  governing  bodies  ;  quality  assurance  ;  and  related  matters. 

The  services  that  a  CMHC  is  required  to  provide  include  not  only  the  "essen- 
tial services" — inpatient  services,  outpatient  services,  day-care  and  partial  hos- 
pitalization, emergency  services,  and  consultation  and  education  services  for  a 
wide  range  of  individuals  and  entities  involved  with  mental  health  services, 
including  health  professionals,  schools,  law  enforcement  and  correctional  agen- 
cies, public  welfare  agencies,  and  the  like — but  also  specialized  services  for  chil- 
dren and  the  elderly,  assistance  to  courts  and  other  public  agencies  in  screening 
individuals  being  considered  for  admission  to  State  mental  hospitals,  followup 
care  for  those  discharged  from  State  mental  hospitals,  halfvv^ay  houses  for  those 
discharged  from  mental  institutions,  and  programs  for  alcoholism  and  drug 
abuse. 

To  fund  new  centers  and  assist  existing  centers  to  make  the  transition,  the 
new  1975  law  consolidated  and  replaced  numerous  categories  of  aid  to  centers 
with  six  new  grant  programs:  (1)  planning  grants:  (2)  initial  operating  grants 
for  the  support  of  a  center's  first  8  years  of  operation  ;  (3)  grants  for  consultation 
and  education  services  to  individuals  and  entities  involved  with  mental  health 
services;  (4)  conversion  grants  to  existing  centers  so  that  they  can  meet  the 
standards  and  requirements  for  the  provision  of  services  under  the  new  law ; 
(5)  financial  distress  grants  (no  more  than  three  may  be  awarded  to  any  one 
center)  to  centers  which  have  reached  the  end  of  their  Federal  support  period 
and  which  demonstrate  they  would  have  to  reduce  the  quality  and  number  ot 
services;  and  (6)  facilities  grants  to  provide  for  the  acquisition,  remodeling, 
leasing,  and  construction  of  facilities. 

CURRENT  STATUS 

Federal  funds  have  assisted  in  the  initiation  of  675  CMHC's  (590  are  actually 
operating  in  whole  or  in  part)  which,  when  fully  operational,  will  make  services 
available  in  areas  vfhere  93  million  persons  reside,  43  percent  of  the  population 
of  the  United  States. 

It  is  difficult  to  describe  a  typical  center.  In  terms  of  the  catchment  areas  they 
serve,  58  percent  are  in  urban,  17  percent  are  in  inner  city,  17  percent  in  rural, 
and  8  percent  in  suburban  areas.  They  are  distributed  throughout  most  of  the 
country:  22  percent  are  in  the  Northeast,  25  percent  in  the  Southeast,  21 
percent  in  the  Midwest,  10  percent  in  the  Southwest,  13  percent  in  the  Far 
West,  and  5  percent  in  the  Northwest.  Fifty-seven  percent  of  the  centers  are 
serving  designated  poverty  areas.  Organizationally,  they  vary  enormously: 
from  freestanding  facilities  offering  a  full  array  of  required  services  under  a 
central  administration  to  simple  associations  of  preexisting  services  and  facili- 
ties. Overall  19  percent  are  general  hospital  based,  3  percent  are  State  mental 
hospital  based,  2  percent  are  private  psychiatric  hospital  based,  64  percent 
are  hospital  affiliated,  and  12  percent  are  freestanding  mental  health  centers. 
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Major  differences  also  exist  in  staff  composition,  but  some  information  on 
overall  trends  is  available.  In  1976,  the  full-time  equivalent  staff  of  the  CMHC 
program  nationally  numbered  48,466,  averaged  92  full-time  equivalents  (FTE's) 
per  center,  and  accounted  for  11.5  percent  of  the  staff  in  all  mental  health 
facilities.  Of  these,  4.7  percent  were  psychiatrists,  9.4  percent  psychologists,  13.9 
percent  social  workers,  9.5  percent  registered  nurses,  21.8  percent  paraprofes- 
sionals,  13.7  percent  all  other  patient  care  staff,  and  26.4  percent  administrative 
and  maintenance  personnel.  In  recent  years,  the  average  size  of  center  staffs 
has  increased  somewhat,  in  terms  of  FTE's,  with  increases  mostly  in  adminis- 
tration, maintenance,  and  clerical  personnel,  psychologists,  and  social  workers. 
While  the  average  number  of  FTE  psychiatrists  has  diminished,  the  overall 
ratio  of  professional  to  paraprofessional  staff  has  slightly  increased. 

In  1975,  the  centers  and  their  staffs  served  1.6  million  people,  providing  nearly 
2  million  episodes  of  care,  or  29  percent  of  the  total  episodes  of  inpatient  and 
outpatient  care  provided  by  mental  health  facilities.  In  general,  patient  care 
in  CMHC's  has  been  largely  outpatient  care.  In  1975,  81  percent  of  all  CMHC 
patient  care  episodes  were  outpatient ;  inpatient  care  and  partial  hospitalization 
comprised  13  percent  and  7  percent  of  total  patient  care  espisodes,  respectively. 

Of  those  people  admitted  to  care  in  1975,  13  percent  had  a  diagnosis  of 
substance  abuse,  10  percent  schizophrenia,  13  percent  depressive  disorders, 
5  percent  organic  brain  syndrome  or  other  psychoses,  3  percent  mental  retarda- 
tion, 13  percent  childhood  disorders,  21  percent  neuroses  and  personality  dis- 
orders, and  22  percent  social  maladustment,  no  mental  disorder,  deferred  diag- 
nosis, or  nonspecific  condition.  The  major  trend  in  the  diagnostic  composition 
of  the  centers'  clients  has  been  the  decreasing  percent  of  those  diagnoses  with 
depressive  disorders  and  schirzophrenia,  counterbalanced  by  an  increase  of 
those  classified  as  socially  maladjusted,  no  mental  disorder,  deferred  diagnosis, 
or  nonspecific  disorder. 

Out  of  919,000  persons  entering  the  CMHC  system  of  care  in  1975,  52  percent 
were  females  and  48  percent  were  males.  The  largest  percentage  of  total  addi- 
tions was  in  the  2.5-44  age  group,  which  accounted  for  38.5  percent  of  all  addi- 
tions. Approximately  one-fourth  were  under  18  years  of  age :  4  percent  were 
over  65 ;  19  percent  were  18-24 ;  and  15  percent  were  45-65  years  old.  Relative 
to  their  numbers  in  the  catchment  areas,  children  are  served  at  roughly  one- 
third  the  rate  and  the  elderly  at  less  than  one-fourth  the  rate  of  the  25—14  age 
group.  Almost  83  percent  of  all  additions  in  1975  were  white,  with  the  remaining 
17  percent  representing  all  other  races.  Over  54  percent  of  the  additions  reported 
weekly  family  incomes  of  less  than  $100.00  among  those  centers  reporting. 

In  terms  of  the  total  cost  of  services  provided  by  CMHC's,  in  1975  the  ex- 
penditures accounted  for  $776  million.  In  1974  (the  latest  year  for  which  data 
are  available)  the  CMHC  program  represented  only  4.2  percent  of  the  $14.5 
billion  expended  for  mental  health  care  in  the  United  States.  (This  can  be  com- 
pared to  the  expenditures  for  direct  care  of  the  mentally  ill  in  nursing  homes  or 
in  State,  county,  and  public  mental  hospitals,  w^hich  represented  29.3  percent 
and  22.8  percent,  respectively,  of  the  total  costs.)  Overall  two-thirds  of  the  costs 
of  C^MHC's  were  financ-'^d  by  Government  sources,  with  30  percent  from  Federal 
and  29  percent  from  State  monies.  An  additional  30  percent  is  accounted  for 
by  receipts  from  services,  with  4  percent  from  patient  fees,  8  percent  from 
private  third-party  carriers,  2  percent  from  Medicare,  and  10  percent  from 
Medicaid. 

REVIEW  OF  EVALUATIVE  DATA 

An  evaluation  perspective  necessarily  involves  relating  information  about  pro- 
gram processes  and  results  to  the  goals  of  that  program.  Thus,  we  examined  the 
evaluative  data  about  the  community  mental  health  centers  program,  grouping 
our  analysis  of  the  findings  around  seven  general  goals: 

•  Increasing  the  range  and  quantity  of  public  mental  health  services ; 

•  Making  services  equally  available  and  accessible  to  all : 

•  Providing  services  in  relation  to  existing  needs  in  the  community ; 
®  Decreasing  State  hospital  admissions  and  residents : 

®  Maximizing  citizen  participation  in  community  programs ; 

•  Preventing  the  development  of  mental  disorders  :  and 

®  Coordinating  mxental-health-related  services  in  catchment  areas. 

Two  additional  areas  were  also  reviewed  because  of  their  timeliness  and  im- 
portance, even  though  formal  goals  in  these  areas  for  the  CMHC  program  were 
not  clearly  articulated  in  CMHC  legislation : 
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Providing  services  in  as  eflacient  a  manner  as  possible ;  and 

Providing  services  which  reduce  suffering  and  increase  personal  functioning  to 
the  maximum  level  possible. 

In  all  these  areas  we  found  both  substantial  strengths  and  observable 
weaknesses. 

1.  Increasing  the  range  and  quantity  of  mental  health  services 

On  the  positive  side,  there  appears  to  be  agreement  that  CMHC's  have  in- 
creased substantially  the  volume  of  services  to  catchment  residents,  particularly 
outpatient  care  and  partial  hospitalization.  NIMH  data  show  CMHO  episodes  in- 
creasing sharply  since  1966,  while  other  facilities'  episodes  appear  to  be  increas- 
ing more  slowly  or  leveling  off.  Studies  focusing  on  specific  areas  of  the  country 
also  show  that  areas  receiving  CMHC's  develop  more  services  more  rapidly  than 
areas  which  do  not.  The  CMPIC's  have  substantially  increased  the  amount  of  non- 
inpatient  care  available  in  the  mental  health  system  (outpatient,  partial  hos- 
pitalization, and  consultation  and  education  services),  and  newer,  specialized 
services  are  now  being  added  (halfway  houses,  sheltered  workshops,  and  so  on). 
Thus,  the  CMHC's  have  become  a  major  factor  in  public  mental  health  care. 

On  the  negative  side,  there  is  evidence  that,  after  the  termination  of  Federal 
grants,  centers  begin  to  retrench  their  programs  and  show  signs  of  compromising 
the  CMHC  objectives  of  providing  essential  mental  health  services  to  all  catch- 
ment area  residents  regardless  of  their  ability  to  pay.  In  many  of  the  centers  that 
have  not  yet  achieved  "graduate"  status,  growth  is  especially  slow  in  the  develop- 
ment of  specialized  services. 

2.  Making  services  equally  availahle  and  accessible  to  all 

The  CMHC  program  aimed  at  alleviating  the  "two-class"  system  of  care,  in 
which  the  well-to-do  received  primarily  private  outpatient  care  and  the  disad- 
vantaged received  custodial  State  hospitalization.  This  topic  is  complex,  but  will 
be  restricted  here  to  issues  involving  rich-poor,  minority-nonminority,  male- 
female,  and  urban-rural  dimensions. 

Tlie  majority  of  CMHC  clients  (52  percent)  could  be  considered  "poor"  :  their 
family  incomes  are  less  than  $100  per  week,  which  is  just  about  at  the  olScial 
poverty  level  for  an  urban  family  of  four.  This  may  be  partly  a  result  of  NIMH's 
funding  more  CMHC's  in  "poverty"  areas  than  in  "nonpoverty"  areas  in  the 
earlier  years  of  the  program,  but  even  in  nonpoverty  areas  48  percent  of  CMHC 
clients  have  family  incomes  below  poverty  level. 

Male  and  female  utilization  rates  were  almost  exactly  equal  in  1973 :  young 
males  under  15  have  higher  rates,  but  rates  for  female  adults  are  higher  and  thus 
balance  the  total  rates. 

While  the  large  majority  of  CMHC  clients  are  whites  (about  five-sixths),  the 
utilization  rates  per  100,000  catchment  residents  are  more  nearly  equal,  with 
nonwhites  (Blacks,  Orientals,  Native  Americans)  actually  using  the  CMHC  at  a 
30  percent  higher  rate  (1,300  vs.  1,000  per  100,000  residents).  In  any  case,  avail- 
ability and  accessibility  of  CMHC  services  to  minority  races  appear  to  be  favor- 
able by  this  utilization  criterion. 

In  terms  of  bari'iers  to  acce-ssibility,  one  that  is  important  is  the  degree  to  which 
the  community  and  its  other  caregivers  are  aware  of  the  CMHC  and  the  services 
it  offers.  It  has  been  found  that  publicly  identifying  a  CMHC  with  its  catchment 
area  of  responsibility  resulted  in  less  sociodemographic  bias  in  its  clientele,  in- 
cluding more  nonwhites,  welfare  recipients,  and  lowest  social  class  persons  than 
in  comparable  noncatchmented  services.  In  general,  studies  have  indicated  a  fair 
to  good  awareness  by  residents  and  other  caregivers  as  to  the  availability  of 
CMHC  services. 

On  the  negative  side,  accessibility  barriers  do  exist.  For  example,  a  survey  of 
open  hours  for  CMHC  outpatient  and  partial  care  services  indicated  only  a 
minority  were  open  evenings  when  many  employed  persons  would  want  to  use 
those  services.  There  is  relatively  thin  coverage  of  rural  catchment  areas — fewer 
centers,  less  manpower,  and  lower  utilization.  Recently  the  relative  proportion 
of  poorer  areas  funded  has  been  decreasing.  Finally,  there  is  significant  under- 
representation  of  some  minorities  in  many  of  the  various  professional  groups 
working  in  CMHC's.  This  may  influence  both  the  minorities'  willingness  to  use 
CMHC  services  and  the  appropriateness  of  the  treatment  given  them. 

8.  Providing  services  in  response  to  community  needs 

On  the  positive  side,  since  poverty  is  well  established  as  being  associated  with 
need  for  mental  health  services,  the  early  NIMH  thrust  toward  funding  "i)Overty- 


89 


area"  centers  was  well  directed  toward  meeting  citizens'  needs.  A  sophisticated 
analysis  of  all  U.S.  catchment  areas  in  terms  of  needs  and  resources  showed  that 
in  1969,  catchment  areas  highest  in  need  also  had  the  highest  percentage  of  "ade- 
quate service  structures"  (31  percent)  in  terms  of  service  availability  and  acces- 
sibility. Federally  funded  CMHC  services  undoubtedly  contributed  to  this  situa- 
tion ;  in  Colorado,  for  example.  Federal  funding  helped  the  neediest  catchment 
area  (Northwest  Denver)  to  establish  a  very  large  service  system  capable  of 
meeting  most  of  the  need  assessed. 

In  terms  of  the  diagnositc  population  served  by  CMCH's,  there  is  a  strong 
similarity  between  the  clients  seen  by  CMCH's  and  public  outpatient  psychiatric 
clinics,  with  the  largest  groups  being  neurosis,  schizophrenic,  and  personality 
disorders.  In  comparison  to  State  hospitals,  however,  the  clientele  is  less  impaired 
in  terms  of  fewer  instances  of  alcoholism,  schizophrenia,  and  organic  brain 
syndrome.  A  Kansas  City  study  compared  the  clients  of  a  metropolitan  CMHC 
with  a  private  practice  clientele.  It  showed  that  the  CMHC  clients  were  far  more 
diaguostically  diverse  and  were  more  socially  disengaged.  Thus,  there  is  evidence 
that  the  CMHC  program  is  indeed  serving  a  needy  population  in  the  United  States. 

On  the  negative  side,  higher  income  areas  have  disproportionately  high  repre- 
sentation in  those  catchment  areas  recently  funded  for  CMCH's.  NIMH  has  long 
been  criticized  for  failing  to  see  that  services  were  planned  and  funded  in 
relation  to  needs;  Comptroller  General  (Government  Accounting  OflSce)  reports 
to  Congress  in  1971  and  1974  both  list  this  deficiency.  The  former  notes  the 
lack  of  funding  for  CMCH's  in  areas  of  greatest  need  and  the  latter  refers  to 
programs  not  addressing  specific  catchment  area  needs. 

There  has  also  been  a  declining  percentage  of  severe  diagnoses  (schizophrenia 
and  depression)  in  the  total  program.  While  this  appears  to  be  attributable 
mainly  to  patterns  in  the  newer  centers,  the  issues  involved  are  complex  and 
the  meaning  of  these  data  is  not  clear.  In  addition,  the  data  on  rates  of  additions 
to  CMHC's  suggest  that  children  under  15  and  adults  over  45 — and  especially 
adults  65  and  over — are  underserved  by  CMHC's  in  the  light  of  a  probable  need 
at  least  comparable  to  young  adults.  Rates  for  the  elderly  are  less  than  one- 
forth  those  for  younger  adults,  and  for  children  only  one-third  the  adult  rate. 

Jf.  Decreasing  State  hospitalization 

A  sizable  number  of  studies  indicate  that  CMCH's  have  had  at  least  some 
impact  upon  reducing  admissions  to  State  hospitals.  Unpublished  NIMH  data 
which  show  lower  State  hospital  utilization  from  CMHC  catchments  than  from 
the  Nation  as  a  whole  are  quite  compelling  because  of  the  likelihood  that  CMHC 
catchments  would  normally  generate  higher  rates  because  of  their  relatively 
less  favorable  sociodemographic  characteristics — great  poverty,  more  over- 
crowding, etc.  In  addition,  several  longitudinal  studies  indicates  that  CMHC's 
make  a  positive  contribution  to  lowering  State  hospital  admission  rates.  Finally, 
the  data  indicate  that  fewer  psychiatric  clients  of  the  CMHC's  are  going  to  the 
State  hospitals  than  was  true  in  the  past. 

On  the  other  hand,  it  is  remarkable  that  the  data  reviewed  are  as  mildly 
positive  as  they  are,  considering  the  importance  of  this  objective  to  the  CMHC 
program.  A  recent  Comptroller  General  (Government  Accounting  OflSce)  report 
to  Congress  cites  as  NIMH  contract  study  to  the  effect  that  175  CMHC's  ranked 
"decreasing  state  hospital  utilization"  next  to  last  in  a  list  of  10  CMHC  pro- 
gram goals.  It  does  appear  from  CMHC  additions  data  that  the  total  program 
is  moving  away  from  caring  for  the  most  severely  mentally  disabled,  the  type 
most  likely  to  spend  time  in  a  State  hospital.  Furthermore,  the  data  strongly 
support  the  inference  that  CMHC's  are  not  picking  up  State  hospital  discharges 
adequately.  The  absence  of  continuity  of  care  for  seriously  ill  people  is  a  critical 
issue.  In  many  instances  State  hospital  systems  seldom  work  with  the  CMHC's 
in  providing  continuity  of  care. 

A  survey  of  both  CMHC's  and  various  public  and  private  agencies  in  the 
human  service  area  conducted  by  one  of  our  panel  members  clearly  underscores 
the  often  inadequate  and  fragmentary  services  to  deinstitutionalized  patients. 
The  problems  that  were  noted  basically  involved  the  provision  of  little  service, 
particularly  aftercare  services,  including  outreach,  housing,  and  transitional 
residences.  In  addition,  it  was  found  quite  common  for  patients  to  "get  lost" 
or  "fall  between  the  cracks"  and  not  have  access  to  those  services  that  do  exist. 

5.  Increasing  citizen  participation 

There  has,  especially  in  recent  times,  been  considerable  high-level  support  for 
citizen  participation,  with  increasing  activities  headed  toward  this  goal.  In 
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Public  Law  94-63  Congress  set  requirements  for  "representative"  governing  or 
advisory  bodies;  the  National  Council  of  Community  Mental  Health  Centers  has 
reorganized  its  board  of  directors  to  include  "community  directors"  from  each 
region  on  an  equal  footing  Vv^ith  "staff  directors" ;  a  non-mental-health  provider 
is  now  president  of  that  organization ;  annual  evaluation  reports  which  incorpo- 
rate citizen  board  and  community  input,  and  the  responsiveness  of  the  CMHC 
managers  to  that  input,  are  now  required  of  all  CMHC's.  At  lower  levels,  interest 
in  the  topic  of  community  participation  in  CMHC  program  aif  airs  is  also  growing. 

However,  incorporation  of  citizen  input  into  CMHC  programs  has  been  slow 
in  coming.  The  Comptroller  General's  report  of  1974  observed  significant  com- 
munity involvement  in  only  2  of  12  centers  reviev.'ed.  NIMH  has  also  noted  in 
1977  that  "boards  are  not  sufficientlv  representative  of  the  communities  they 
serve." 

6.  Preventing  mental  disorders 

On  the  positive  side,  these  are  studies  which  document  that  consultation  and 
education  efforts  have  had  positive  effects  upon  the  knowledge,  atttiudes,  and, 
sometimes,  behavior  of  CMHC  consultees,  including  police,  other  health  profes- 
sionals, and  schoolteachers.  CMHC  consultation  has  long  been  directed  primarily 
at  schoolteachers,  and  this  focus  on  children  should  help  maximize  any  disorder- 
prevention  potential  of  the  consultation  process.  While  evidence  of  impact  on  the 
children  is  absent  from  most  reports,  a  number  of  behavior  changes,  in  social 
interaction,  learning  effort,  and  academic  performance,  have  been  noted  in  a  few 
studies. 

Overall,  however,  this  is  an  area  of  weakness.  Consutlation  and  education 
activities  are  extremely  low  in  volume  and  are  declining.  In  graduate  centers  fac- 
ing financial  constraint  this  is  the  first  area  to  be  cut  back.  Finally,  and  possibly 
most  problematic,  there  is  a  paucity  of  data  supporting  the  effectiveness  of  con- 
sultation in  preventing  mental  disorders. 

7.  Coordinating  mental-health-related  services 

The  CMHC  itself,  by  definition,  is  comprehensive  (multiservice).  Some  early 
studies  show  intra-CMHC  continuity  of  care.  In  terms  of  coordinating  with  exist- 
ing catchment  area  services,  P.L.  94-63  set  new  requirements  for  CMHC's  regard- 
ing screening  clients  being  considered  for  hospitalization,  followup  care  to  dis- 
charged clients,  promoting  rape  prevention,  and  coordination  with  other  health 
and  social  service  agencies  and  State  hospitals.  It  remains  to  be  seen  whether  this 
legislation  will  have  any  real  impact. 

In  general,  a  great  deal  has  been  written  about  the  problems  in  coordination  of 
CMHC  services  with  other  community  facilities.  Most  recently  the  Government 
Accounting  Office  completed  a  study  of  deinstitutionalization  which  found  that 
while  a  number  of  CMHC's  were  discussing  individual  clients'  needs  with  State 
hospital  caregivers,  frequently  there  was  insufficient  communication  which  later 
resulted  in  an  untimely  or  inappropriate  admission  to  the  State  hospital.  The 
report  noted  that  CMHC's  and  State  hospitals  had  developed  independently  of 
each  other,  were  accountable  to  different  authorities  ( State  vs.  Federal,  local,  or 
private  organizations) ,  tended  to  serve  different  populations,  and  had  different 
funding  contingencies  (again  State  vs.  Federal) .  There  was  little  incentive  to  col- 
laborate closely ;  hence,  too  little  joint  planning  has  been  done  for  discharges 
from  the  State  hospitals  and  in-community  care  for  such  persons  has  often  been 
inadequate.  In  addition,  both  CMHC's  and  related  agencies  serious  coordination 
deficiencies  in  response  to  the  previously  described  survey  by  one  member  of  our 
panel. 

8.  Delivering  efficient  services 

On  the  positive  side,  CMHC's  show  a  low  program  cost  relative  to  total  care 
episodes  and  a  declining  cost  in  constant  dollars  per  care  episode.  Calculations 
from  NIMH  day  on  episodes  of  care  per  center  and  expenditures  per  center  show 
that  in  current  dollars,  the  average  episode  cost  $328  in  1971  and  rose  to  $355  in 
1975,  a  2  percent  annual  rate  of  increase.  In  constant  dollars,  corrected  for  infla- 
tion, the  cost  per  episode  decreased  from  $328  to  $270,  about  a  5  percent  annual 
decline.  This  was  accomplished  through  more  rapid  growth  in  outpatient  epi- 
sodes (up  78  percent)  and  partial  care  episodes  (up  101  percent)  than  in  more 
costly  inpatient  episodes  (up  only  21  percent).  Still  greater  efficiency  is  likely 
in  the  future  as  partial  care  continues  its  rapid  expansion  and  further  replaces 
inpatient  stays. 
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In  terms  of  administrative  staffing  costs,  the  CMHC  program  compares  quite 
favorably  with  all  other  mental  health  facilities  in  administrative  or  mainte- 
nance staff ;  only  26  percent  are  administrative  or  maintenance  staff,  in  com- 
parison to  an  average  of  32  percent  for  all  other  facilities. 

Cost-finding  techniques  are  now  being  employed  quite  frequently  in  CMHC's 
and  other  facilities,  and  it  should  not  be  too  long  before  costs  per  unit  of  service 
for  inpatient,  outpatient,  and  partial  care  are  available  on  a  large  scale.  Some 
early  figures  for  Colorado  CMHC's  and  clinics  ( the  latter  provide  only  outpatient 
care)  show  that  a  30-45-minute  outpatient  visit  costs  $26,  a  4-hour  partial  care 
day  just  slightly  more,  and  an  inpatient  day  about  $120.  These  figures  are  gen- 
erally below  the  prevailing  rates  for  similar  services  in  the  private  sector  in 
Colorado.  This  is  to  be  expected,  however,  since  CMHC's  also  utilize  lower-paid 
nonprofessionals  in  their  service  delivery  programs. 

On  the  negative  side,  there  is  information  to  suggest  unduly  low  percentages  of 
clinical  staff  time  spent  on  face-to-face  client  or  consultee  contact  in  some 
CMHC's.  The  Nader  group's  report  on  CMHC's  criticized  these  programs  for 
devoting  nearly  half  of  all  working  hours  to  administration,  staff  meetings,  con- 
sultation, teaching,  and  other  non-patient-care  activities.  An  analysis  of  direct 
and  indirect  service  hours  in  a  large  western  CMHC  showed  that  only  35  percent 
of  all  staff  time  went  into  client  or  consultee  contact.  Administrators  have  de- 
fended this  percentage  as  reasonable  considering  vacations,  necessary  staff  meet- 
ings, staff  education,  supervision,  administration,  recordkeeping,  and  substantial 
time  lost  to  "no-shows." 

9.  Reducing  suffering  and  increasing  people's  adility  to  function 

An  increasing  number  of  treatment  outcome  studies  on  CMHC  populations 
specifically  are  being  conducted  and  published.  Most  studies  show  evidence 
of  probable  positive  impact  upon  client  functioning,  and  a  few  show  improvement 
in  clients  to  functional  levels  approaching  those  of  the  normal  community.  How- 
ever, despite  the  encouraging  trends  in  outcome  studies,  most  C^MHC's  are  quite 
far  from  being  able  to  regularly  study  and  document  their  programs'  effective- 
ness. This  is  partly  because  the  task  is  difficult,  but  it  is  also  partly  because 
CMHC's,  not  unlike  other  mental  health  facilities,  have  devoted  few  resources 
to  evaluation. 

STRENGTHS  AND  WEAKNESSES  OF  THE  PROGKAM  AN  ANECDOTAL  VIEW 

Since  our  panel  reflects  direct  experience  with  community  mental  health  cen- 
ters in  at  least  a  half  dozen  areas  of  the  country,  we  shared  our  own  anecdotal 
experiences  with  one  another.  We  found  ourselves  a  microcosm  of  the  evaluative 
data.  Our  comparison  of  experiences  produced  examples  of  everything  from 
superb  innovation  to  poor  implementation.  We  all  reported  many  services  in 
danger  of  disappearing.  Nearly  all  of  us  could  identify  some  things  being  done 
well  for  substantial  numbers  of  people,  others  being  done  poorly  or  not  at  all 
in  the  same  catchment  areas,  and  some  others  being  done  well  but  for  very  few 
of  those  who  need  the  service  in  the  particular  area. 

One  panel  member,  for  example,  reported  excellent  but  small-scale  services  for 
chronic  patients,  including  help  in  socialization  and  in  vocational  referrals  and 
some  good  halfway  house  residential  programs.  "Beyond  these  examples,  there 
is  warehousing"  in  her  city.  Services  for  the  elderly  were  described  as  particu- 
larly weak. 

Another  reported  that  24-hour  emergency  service  is  good  in  his  city  but  only 
one  of  three  centers  has  weekend  services.  That  center  is  in  financial  jeopardy. 
He  said  the  centers  do  seem  to  have  impacted  on  utilization  of  inpatient  beds 
but  "a  better  job  is  being  done  on  the  way  in  as  opposed  to  the  way  out." 

A  third  stressed  that  his  program  has  become  a  center  for  community  activi- 
ties generally  and  described  excellent  programs  in  the  schools  and  for  the  foster 
care  of  the  elderly.  He  said,  however,  that  many  people  from  outside  the  catch- 
ment seek  care  from  his  center  because  of  the  inadequacy  of  services  elsewhere 
in  the  metropolitan  area. 

Still  another  reported  special  efforts  for  minorities,  with  stress  on  Asians?  and 
Native  Americans  as  well  as  Blacks.  He  i)ointed  with  pride  to  an  affiliated 
adolescent  counseling  program,  a  contract  with  the  local  school  system,  a  grant 
for  a  neighborhood  health  station  in  the  catchment  area,  heavy  inserviee  training, 
promotional  opportunities  for  minorities,  and  intensive  management  effrirts  nt 
utilization  review  and  peer  review.  He  also  indicated,  though,  that  fiscal  problems 


92 


have  driven  the  consiiltatiou  and  education  staff  from  seven  down  to  one  half- 
time  person. 

All  members  of  the  panel  emphasized  repeatedly  the  need  to  indicate  that  all 
levels  of  government  must  bear  their  fair  vShare  of  responsibility  for  the  weak- 
nesses in  the  program,  as  well  as  the  share  of  responsibility  that  is  fairly 
attributable  to  the  centers  themselves. 

AN  ATTEMPT  AT  DEFINITION — IN  THE  PRESENT  AND  FOR  THE  FUTURE 

We  believe  the  CMHC,  as  an  entity,  partakes  far  more  of  the  field  of  health 
than  of  any  broader  human  service  or  social  service  definition.  This  is  its  basic 
identity.  This  should  be  the  basic  disciplinary  background  and  orientation  of 
its  staff,  even  though  they  must  necessarily  be  both  diverse  and  broad  in  their 
outlook,  values,  and  professional  approach.  Thus,  we  define  the  community 
mental  health  center  as  a  health  care  delivery  approach  with  linkages. 

This  definition  is  especially  important  when  the  issue  of  future  financing  is 
considered.  We  believe  national  health  insurance,  plus  continued  Federal  cate- 
gorical mental  health  funding,  should  be  the  backbone  of  future  financing,  with 
significant  State  and  local  health  and  mental  health  involvement  and  appropriate 
contributions  from  such  areas  as  Title  XX  of  the  Social  Security  Act  also  fully 
included. 

We  sought,  further,  to  define  the  constituent  words  in  the  phrase  "Compre- 
hensive Community  Mental  Health  Center," 

"Comprehensive"  connotes  an  entity  which  offers  multiple  services.  These  are 
services  to  multiple  populations.  For  each  of  those  populations,  the  services  will 
involve  various  techniques  to  deal  wath  the  range  of  needs  and  problems  that 
present  themselves.  Further,  "comprehensive"  must  be  seen  as  encompassing 
major  variations  in  services  and  techniques  from  community  to  community 
depending  upon  local  needs,  and  variations  in  the  delivery  system, 

"Community"  connotes  service  in  a  defined  geographical  area.  We  strongly 
support  maintenance  of  the  current  catchment  area  concept  as  the  definitional 
focal  point  for  the  organization  and  governance  of  sen-ice.  We  think  the  usage 
of  any  larger  defined  area  with  regard  to  delivering  services  would  do  great 
damage  with  regard  to  accessibility  and  accountability.  At  the  same  time  we 
aiso  support — with  equal  vehemence — the  sharing  of  low-volume,  specialized 
services  across  catchment  area  lines. 

"Community"  also  connotes  connection — to  other  services  and  to  the  people 
served.  Similarly,  services  are  not  community-based  in  the  fullest  sense  unless 
there  is  citizen  participation  in  their  design  and  implementation,  through  appro- 
priate governance  mechanisms  and  otherwise. 

"Mental  health"  is  defined  more  than  adequately  in  the  preliminary  report  of 
the  Commission.  It  is  surely  more  than  the  absence  of  mental  illness.  One  of  our 
members  has  offered  a  synonym :  "behavioral  health  ,  ,  ,  a  descriptive  term  for 
all  health  problems  that  are  manifested  through  an  individual's  behavior,"  These 
may  be  exclusive  of  physical  health  or  related  to  it  in  varying  degrees.  He  says, 
"Interventions  for  behavioral  health  problems  may  include  mental  health,  drug 
abuse,  alcohol,  or  developmental  disability  services.  They  also  include  a  wide 
range  of  related  programs  such  as :  social  services,  services  to  the  aging,  child 
health  screening,  criminal  justice  programs  and  other  human  services," 

"Center"  is  an  entity  which  may  be  under  one  roof  or  at  multiple  locations, 
but  wherein  the  services  are  all  linked  internally  and  all  accountable  to  a  board 
or  some  other  legally  appropriate  governance  structure  (although  some  of  the 
services  may  be  delivered  on  a  contractual  basis  by  another  legal  entity). 

At  the  risk  of  repeating,  there  are  three  key  definitional  points  which  we 
wish  to  reiterate  before  proceeding,  even  though  we  have  expressed  them  pre- 
viously : 

Citizen  input  in  an  important  element  in  defining  what  the  community  mental 
health  center  or  service  is  going  to  do,  and  particularly  as  a  primary  mechanism 
for  accountability. 

Area-based  governance  is  a  key  definitional  element. 

There  is  more  to  community  mental  health  services  than  just  community  mental 
health  centers. 

Senator  Matsunaga.  Senator  Dole,  do  you  have  any  questions  ?  It  is 
12 :30.  We  are  supposed  to  adjourn  right  now. 

Senator  Dole.  I  think  perhaps  you  have  covered  the  basic  question, 
which  is  the  need  and  utilization  of  these  facilities,  the  extent  of  the 
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coverage  and  what  do  we  do  next,  I  have  tried  to  pursue  those  same 
issues  by  asking  HEW  to  provide  certain  information.  That  study  is 
underway. 

I  would  ask  that  a  copy  of  a  list  of  what  we  hope  to  cover  in  that 
study,  be  made  a  part  of  the  record.  Mr.  Chairman,  I  have  no  other 
questions. 

[The  prepared  statement  of  Senator  Dole  and  the  list  he  referred 
to  follow :] 

Statement  of  Senator  Bob  Dole 

Mr.  Chairman.  I  would  like  to  take  this  opportunity  to  thank  all  the  witnesses 
who  have  agreed  to  appear  before  us  today  to  discuss  this  most  important  topic, 
coverage  of  mental  health  benefits. 

As  Senator  Talmadge  has  correctely  pointed  out,  medicare  and  medicaid  bene- 
fits are  presently  quite  limited,  although  there  has  been  increasing  pressure  to 
expand  them  and  possibly  alter  their  focus. 

The  questions  that  we  must  address  are  not  simple.  We  must  look  carefully  at : 
What  services  we  will  cover,  to  what  extent  will  we  pay  for  these  services,  and 
also  who  we  consider  to  be  a  provider. 

Mental  health  services  are  difficult  to  define  and  to  measure.  We  must  be  con- 
cerned with  making  available  services  and  providers  that  will  be  helpful,  that 
will  provide  high  quality  care. 

We  are  faced  with  ever-increasing  health  care  costs  and  a  limited  number  of 
dollars  available.  So  we  must  choose  wisely.  To  do  otherwise  is  to  possibly  cheat 
our  citizens  of  other  much  needed  and  appropriate  services. 

This  discussion  on  mental  health  benefits  is  not  a  new  one — it  is  one  of  many. 
This  hearing,  previous  discussions,  along  with  the  results  of  the  study  I  requested 
last  year  on  community  mental  health  services  will  all  help  us  in  making  the 
decisions  I  have  mentioned. 

I  look  forward  to  hearing  today's  testimony  and  want  to  again  thank  all  of 
those  here. 

report  by  the  secretary  of  health,  education,  and  welfare  on  mental 
health  and  other  centers 

Sec.  4.  (a)  The  Secretary  shall  submit  to  the  Congress,  no  later  than  six 
months  after  the  date  of  enactment  of  this  Act,  a  report  on  the  advantages  and 
disadvantages  of  extending  coverage  under  title  XVIII  of  the  Social  Security 
Act  to  urban  or  rural  comprehensive  mental  health  centers  and  to  centers 
for  treatment  of  alcoholism  and  drug  abuse. 

(b)  The  report  submitted  under  subsection  (a)  shall  include  evaluations  of — 

(1)  the  need  for  coverage  under  such  title  of  services  provided  by  such 
centers ; 

(2)  the  extent  of  present  utilization  of  such  centers  by  individuals  eligible 
for  benefits  under  such  title  ; 

(3)  alternatives  to  services  provided  by  such  centers  presently  available 
to  individuals  eligible  for  benefits  under  such  title; 

(4)  the  appropriate  definition  for  such  centers  ; 

(  5)  the  types  of  treatment  provided  by  such  centers  ; 

(6)  present  Federal  and  State  funding  for  such  centers ; 

(7)  the  extent  of  coverage  by  private  insurance  plans  for  services  pro- 
vided by  such  centers ; 

(8)  present  and  projected  costs  of  services  provided  by  such  centers; 

(9)  available  methods  for  assuring  proper  utilization  of  such  centers; 

(10)  the  effect  of  allowing  coverage  for  services  provided  by  such  centers 
on  other  providers  and  practitioners ;  and 

(11)  the  need  for  any  demonstration  projects  for  further  evaluation  of 
the  need  for  coverage  for  services  provided  by  such  centers. 

Senator  ^Iatsunaga.  Thank  you  very  much,  Senator  Dole,  and 
thank  you,  Dr.  Stewart  and  Dr.  Wolfe. 

Before  adourning  subject  to  the  call  of  the  Chair,  I  would  like 
to  say  that  Senator  Inouye  had  intended  to  be  here  to  testify  before 
the  subcommittee.  I  ask  unanimous  consent  of  the  connnittee  that 
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his  written  statement  be  inserted  into  the  record  and  likewise  I  ask 
unanimous  consent  that  my  statement  be  included  in  the  record  as 
though  presented  in  full. 

As  chairman,  I  will  say  that,  without  objection,  the  unanimous  con- 
sent requests  are  granted. 

[The  material  referred  to  follows:] 

Statement  of  Senator  Daniel  K.  Inouye 

Mr.  Chairman :  I  am  sincerely  sorry  that  I  am  unable  to  personally  be  with 
you  today  in  order  to  actively  participate  with  your  committee  during  what  I  am 
confident  will  be  a  most  exciting  and  far  reaching  discussion  of  the  mental  health 
benefits  under  our  Social  Security  legislation.  However,  I  do  appreciate  your 
thoughtfulness  in  allowing  me  to  insert  this  statement  as  part  of  your  record.  I 
am  especially  pleased  that  your  committee  is  receiving  testimony  on  behalf  of 
S.  123,  S.  233,  and  S.  532,  legislation  I  introduced  to  provide  for  a  greater  utiliza- 
tion of  the  professional  services  of  qualified  psychologists,  psychiatric  nurses, 
and  clinical  social  workers  in  the  Medicaid  and  Medicare  programs.  The  first  of 
these  bills  was  originally  introduced  in  June  1974  and  during  the  past  4  years 
each  of  these  professions  have  exerted  considerable  effort  in  educating  the  Con- 
gress of  the  importance  of  these  measures  to  our  nation. 

Under  current  Medicare  and  some  Medicaid  reimbursement  policies,  patients 
who  are  treated  by  these  three  categories  of  mental  health  practitioners  cannot 
receive  reimbursement  unless  the  treatment  is  rendered  under  physician  super- 
vision. My  bills  will  allow  more  patients  to  seek  treatment  from  the  many  psychol- 
ogists, psychiatric  nurses,  and  clinical  social  workers  operating  as  independent 
providers  across  the  nation.  With  your  permission,  Mr.  Chairman,  I  would  like  to 
submit  for  the  record  a  letter  from  the  American  Medical  Student  Association 
supporting  my  views. 

We  have  traditionally  viewed  health  as  being  determined  by  physical  factors, 
and  our  health  care  system  has  evolved  into  one  which  focuses  on  the  repair  of 
human  machinery.  But  it  becomes  increasingly  apparent  that  the  social  environ- 
ment cannot  be  separated  from  the  physical  state  of  health.  Recent  studies  have 
shown  that  nearly  60  percent  of  the  patients  presently  going  to  physicians'  offices 
for  physical  complaints  in  fact  have  a  psychological  problem,  which  is  either  the 
main  problem  or  which  aggravates  the  physical  condition.  Mental  illness  ranks 
fourth  in  the  nation  among  reasons  for  bed  disability.  In  light  of  these  facts, 
health  "care"  which  attends  solely  to  the  physical  aspects  of  illness  is  a  glaringly 
apparent  misnomer. 

In  recent  years,  health  care  costs  have  risen  in  an  unprecedented  fashion,  and 
continue  to  rise  rapidly.  Since  1950,  the  cost  for  health  services  to  the  average 
American  have  increased  by  465  percent,  a  figure  more  than  twice  his  or  her 
increase  in  wages.  It  is  estimated  that  health  care  costs  will  be  $233  billion  by 
1980.  Mental  health  care  costs  will  account  for  a  significant  portion  of  that  figure. 
But  many  Americans  who  need  mental  health  care  simply  cannot  afford  the  help 
they  require.  Most  mental  health  personnel  and  facilities  are  located  in  the  most 
afiluent  urban  areas  of  the  country,  driving  up  prices  and  preventing  ready 
access  to  the  facilities  by  citizens  living  in  rural  and  poor  areas. 

I  am  particularly  concerned  about  the  plight  of  our  nation's  elderly.  Although 
they  comprise  10  percent  of  the  population,  senior  citizens  receive  only  2  percent 
of  total  outpatient  services.  I  find  this  shocking  in  that  50  percent  of  the  elderly 
in  non-psychiatric  institutions  have  significant  mental  disabilities,  and  an  addi- 
tional 3  million  non-institutionalized  elderly  suffer  from  moderate  to  severe  emo- 
tional or  mental  disorders,  a  proportion  far  greater  than  of  the  population  as  a 
whole.  Furthermore,  the  elderly  constitute  one-third  of  all  residents  of  mental 
health  facilities,  and  commit  25  percent  of  the  nation's  suicides.  It  has  been  found 
that  as  many  as  20  percent  to  30  percent  of  those  labeled  as  senile  can  be  treated 
and  often  helped.  Frequently,  timely  psychotherapeutic  help  maintains  the  ability 
of  an  aged  person  to  continue  to  function  independently. 

Many  non-physician  practitioners  are  based  in  small  communities,  providing 
patients  an  option  to  the  physicians  normally  based  in  affluent  urban  areas. 
Recognizing  this  fact,  the  President's  Commission  on  Mental  Health  suggested 
"strengthening  resources  for  community  based  services,  and  creating  a  new  class 
of  intermediate  care  facilities  within  the  Medicaid  program,  linked  with  mental 
health  services."  Freedom  of  choice  is  an  important  ingredient  of  successful 
mental  health  care.  Each  client  or  patient  should  have  the  maximum  possible 
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opportunity  to  choose  the  combination  of  services  and  objectives  appropriate  to 
his  or  her  needs.  Unfortunately,  many  receiving  mental  health  care  have  no  such 
freedom.  Current  third  party  reimbursement  policy  daily  threatens  the  survival 
of  competent  practitioners  who  are  providing  valuable  services  to  people  in  need, 
and  drives  health  care  costs  higher  by  narrowly  limiting  the  supply  of  qualified 
providers. 

It  is  clear  to  me  that  psychologists,  psychiatric  nurses,  and  clinical  social  work- 
ers have  for  some  time  been  sufficiently  mature  to  provide  clinical  services  to  their 
patients  without  the  supervision  of  the  medical  profession.  I  am  fully  confident 
that  when  appropriate,  independent  mental  health  care  practitioners  will  and  do 
refer  patients  to  medical  docors,  just  as  medical  doctors  refer  patients  to  mental 
health  care  practitioners.  Psychologists  currently  function  at  all  levels  of  clinical 
and  administrative  responsibility,  including  chiefs  of  statewide  divisions  of  mental 
health ;  heads  of  mental  health  centers ;  directors  of  special  programs ;  and  as 
various  types  of  clinical  specialists.  Psychiatric  nurses  are  responsible  for  i)er- 
forming  diagnostic  evaluations,  providing  the  entire  range  of  therapeutic  inter- 
ventions, and  for  designing  and  administering  effective  treatment  programs,  and 
many  are  in  positions  of  administrative  responsibility.  In  addition,  psychiatric 
nurses  have  often  implemented  innovative  programs  such  as  crisis  intervention 
centers  and  psychiatric  hotlines.  Clinical  social  workers  not  only  perform  many  of 
the  above  functions,  but  provide  valuable  services  in  ghettos  and  rural  areas. 

Over  the  last  decade,  the  professions  of  psychology,  psychiatric  nursing,  and 
clinical  social  work  have  evolved  into  more  independent  entities.  All  three  pro- 
fessions have  defined  for  public  standards  of  competency  for  their  mental  health 
practitioners.  Psychologists  are  licensed  or  certified  by  statute  in  all  50  states 
and  the  District  of  Columbia,  and  are  recognized  as  independent  providers  under 
various  other  federal  legislation.  The  profession  of  psychiatric  nursing  now  has 
its  own  certification  of  clinical  excellence,  and  clinical  social  workers  are  devis- 
ing a  similar  system.  Accordingly,  I  feel  it  is  time  the  services  of  these 
capable  and  qualfied  groups  were  made  accessible  to  those  who  could  not  afford 
them  otherwise.  The  full  coverage  of  psychologists,  psychiatric  nurses,  and  clin- 
ical social  workers  as  independent  practitioners,  under  Medicare  will  ease  the 
shortage  of  mental  health  personnel  and  promote  the  use  of  their  services  by 
those  who  need  them  most. 

It  is  my  sincere  hope  that  the  committee  will  act  expeditiously  on  these  meas- 
ures. We  have  done  much  on  behalf  of  the  physically,  visibly  handicapped.  But  to 
attain  a  health  care  system  that  is  responsive  to  the  needs  of  all  our  citizens,  we 
must  first  do  more  for  those  with  mental  disabilities,  the  people  suffering  from 
invisible  handicaps. 

AMEEicAisr  Medical  Student  Association, 

ScTiauniburg,  III.,  July  26, 1977. 

Hon.  Daniel  K.  Inotjte, 
Russell  Senate  Office  Building, 
Washington,  B.C. 

Deae  Senator  Inouye  :  I  would  like  to  take  this  opportunity  to  express  our 
support  for  S.  123,  an  amendment  to  the  Social  Security  Act  that  provides  for  the 
independent  recognition  of  Psychologists  under  Medicare.  This  bill  also  insures 
active  participation  by  Psychologists  in  Professional  Standards  Review 
Organizations. 

AMSA  is  a  totally  independent,  medical  student  organization  with  over  20,000 
members,  at  121  chapters.  We  are  dedicated  to  improving  the  health  care  system 
to  make  it  more  responsive  to  the  needs  of  all  people.  We  believe  S.  123  is  con- 
sistent with  this  goal  and  urge  you  to  consider  it  favorably. 
Sincerely, 

Doug  Outcalt, 
National  President. 


Statement  of  Senatoe  Spaek  Matsunaga 

Mr.  Chairman,  it  is  common  knowledge  that  the  United  States  lacks  adequate 
delivery  of  mental  health  services  to  its  citizens.  There  can  be  no  question  that 
a  careful  and  thoughtful  review  of  our  mental  health  system  is  needed.  We  need 
only  to  look  at  the  following  dismaying  facts : 
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1.  Some  6.7  million  Americans  are  seen  annually  by  the  mental  health  sector ; 
while  approximately  1.6  million  are  under  care  in  various  mental  health 
institutions. 

2.  Latest  estimates  place  about  1  percent  of  the  American  population  in  the 
category  of  suffering  from  profound  depressive  disorders. 

3.  More  than  1  million  Americans  have  organic  psychosis  or  toxic  or  neurolog- 
ical origin  or  permanently  disabling  mental  conditions  of  varying  causes. 

4.  Three  percent  of  our  schoolchildren  require  care  for  mental  disorders.  Ten 
percent  need  help  for  emotional  problems. 

5.  By  conservative  estimates,  at  least  2  million  American  children  have  severe 
disabilities  which,  if  neglected,  can  have  profound  mental  health  consequences 
for  the  child  and  family. 

6.  There  are  40  million  physically  handicapped  Americans,  many  of  whom 
suffer  serious  emotional  consequences  because  of  their  disabilities. 

7.  Ten  million  Americans  are  alcoholics,  of  which  only  1  million  are  receiving 
treatment. 

In  recent  studies,  Mr.  Chairman,  10  percent  of  all  schoolchildren  in  a  mid- 
western  school  setting,  were  discovered  to  be  under  prescription  for  some  kind 
of  personality  altering  drug.  These  were  legitimately  prescribed  depressants  or 
stimulants  which  school  authorities  and  parents  urge  as  temporary  treatment 
for  children. 

Mr.  Chairman,  for  the  past  few  years,  it  has  been  estimated  that,  at  any  one 
time,  10  percent  of  the  American  population  needs  some  form  of  mental  health 
service.  Presently,  there  is  new  evidence  that  this  figure  may  be  nearer  to  15 
percent  of  the  population. 

In  the  light  of  these  facts,  it  is  evident,  Mr.  Chairman,  that  our  Nation  is 
desperately  in  need  of  an  improvement  in  the  delivery  of  mental  health  services. 
Accordingly,  I  am  here  today  to  urge  your  thoughtful  consideration  of  two  pieces 
of  legislation,  introduced  by  Senator  Inouye  and  myself,  S.  123,  which  would 
provide  for  direct  reimbursement  to  psychologists  as  providers  of  mental  health 
services  under  Medicare,  and  S.  233,  which  would  provide  gi-eater  utilization  of 
the  professional  services  of  qualified  psychiatric  nurses  by  reimbursing  them  for 
their  services  as  providers  of  mental  health  care  under  both  Medicare  and 
Medicaid. 

I  believe  we  can  all  agree  that  a  responsive  mental  health  system  should  pro- 
vide the  most  appropriate  care  for  all  sectors  of  our  population  in  the  least 
i*estrietive  environment.  The  sad  truth  is  that  our  present  mental  health  system 
is  woefully  inadequate  in  its  ability  to  render  appropriate  mental  health  services 
to  all  individuals  who  require  these  services.  Not  surprisingly,  those  whose  needs 
are  most  Inadequately  met  by  our  present  mental  health  system  are  the  elderly. 
While  external  factors,  such  as  the  lack  of  capacity  to  pay  and  geographical 
remoteness  keep  the  elderly  from  obtaining  proper  mental  health  services,  it  is 
clear  that  our  present  mental  health  system  discriminates  against  those  in  the 
greatest  need  for  such  services. 

The  incidence  of  mental  health  problems  is  higher  among  people  65  and  older 
than  in  any  other  age  group.  The  elderly  are  often  subjected  to  multiple  stresses 
such  as  mandatory  retirement,  a  dramatic  drop  in  income,  a  sense  of  uselessness, 
social  isolation,  and  terminal  illness.  Although  they  constitute  only  10  percent 
of  our  population,  the  elderly  accounts  for  25  percent  of  all  reported  suicides. 
Furthermore,  it  is  estimated  that  20  to  30  percent  of  all  people  labelled  as  "senile" 
have  conditions  that  are  either  preventable  or  reversible  if  detected  and  treated 
early ;  and  the  elderly  occupy  29  percent  of  the  mental  hospital  beds  but  receive 
only  3  percent  of  the  total  outpatient  services  rendered  for  mental  problems. 

Currently,  Medicare  emphasizes  hospitalization,  which  has  been  found  to  be 
unduly  expensive  and  often  ineffective  in  dealing  with  mental  health  problems. 
In  addition,  physicians  are  the  only  professionals  given  direct  reimbursement 
for  their  services  in  the  realm  of  mental  health  under  Medicare.  S.  123  and  S.  233 
attempt  to  improve  the  responsiveness  and  delivery  of  mental  health  services  by 
directly  reimbursing  psychologists  and  psychiatric  nurses  for  their  services  under 
the  Medicare  system.  The  inclusion  of  these  two  and  other  distinguished  pro- 
fessional groups  under  Medicare  can  greatly  expand  the  number  of  qualified 
mental  health  providers  and  enhance  the  geographical  accessibility  of  mental 
health  services  for  the  elderly.  , 

Mr.  Chairman,  my  concern  for  the  need  of  improved  mental  health  services 
l>egan  when  I  was  assigned  to  the  Committee  on  Aging  while  serving  in  the 
House  of  Representatives.  In  1975,  I  introduced  H.R.  3674,  the  National  Health 
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Security  Act,  which  attempted  to  include  comprehensive  mental  health  cover- 
age as  an  essential  element  in  an  effective  National  Health  Security  Act.  My  con- 
cern is  even  greater  today. 

It  is  my  hope,  therefore,  that  the  testimony  heard  today  from  variousS  profes- 
sional groups  will  assist  this  Subcommittee  on  Health  in  answering  many  impor- 
tant questions  pertaining  to  the  role  of  the  Federal  Government  in  providing  an 
adequate  delivery  of  mental  health  services  to  all  of  our  nation's  elderly  and  poor 
who  are  in  need  of  such  services.  It  is  my  hope  also  that  the  dialogue  initiated 
today  will  launch  this  Subcommittee  on  a  careful  and  thoughtful  review  of  what 
I  believe  to  be  one  of  our  nation's  most  pressing  problems,  the  delivery  of  effective 
mental  health  services  to  all  Americans  who  require  these  services. 

Thank  you. 

Senator  ^Iatsuxaga.  Subject  to  the  call  of  the  Chair,  the  subcommit- 
tee now  stands  adjourned. 

[Thereupon,  at  12 :30  p.m.,  the  subcommittee  recessed,  to  reconvene 
subject  to  the  call  of  the  Chair.] 

[By  direction  of  the  chairman  the  following  communications  were 
made  a  part  of  the  hearing  record :] 

Statement  of  the  United  Cerebral  Palsy  Associations,  Inc.,  Submitted  by 
E.  Clarke  Ross,  Director,  UCPA  Government  Activities  Office 

statement  outline 

Topic 

Introduction :  Title  XX  And  UCPA  Services  To  Persons  With  Disabilities. 
The  Role  of  Social  Services  In  Supporting  Persons  With  Disabilities. 
Item  :  Title  XX  Benefits  In  New  York. 
Item :  Title  XX  Benefits  In  Kansas. 

The  Impact  Of  The  Title  XX  Ceiling  On  Persons  With  Disabilities. 

Item :  Ceiling  Impact  In  Ohio. 

Item :  Ceiling  Impact  In  Georgia. 

Item :  Ceiling  Impact  In  Pennsylvania. 

Conclusion. 

Appendix  Material 

May,  1977  Columhus  Dispatch  article  "Fund  Cutback  Hurts  Palsy  Victims." 

May  5, 1977  UCP  of  Columbus  and  Franklin  Counties  Correspondence  To  The 
UCPA  Governmental  Activities  Ofiice. 

March  7,  1977  UCP  of  Columbus  aiid  Franklin  Counties  Correspondence  To 
The  Ohio  Department  of  Public  Welfare. 

December  5,  1977  Cincinnati  Post  article  "The  Title  XX  Disaster." 

Introduction  :  Title  XX  and  UCPA  Ser\t:ces  to  Persons  With  Disabilities 

United  Cerebral  Palsy  Associations,  Inc.  appreciates  this  opportunity  to 
address  the  issue  of  increased  funding  for  services  under  Title  XX  of  the  Social 
Security  Act.  Many  of  our  nearly  300  UCPA  affiliates  across  the  Nation  serve  in- 
dividuals with  cerebral  palsy  and  related  disabilities  through  programs  receiv- 
ing Title  XX  funding ;  and  it  is  no  understatement  to  maintain  that  without  this 
vital  source  of  support  many  of  our  programs  would  have  to  be  curtailed  or 
discontinued  altogether,  causing  tremendous  hardships  to  the  thousands  of  con- 
sumers we  assist  daily.  Of  our  affiliates  combined  1977  income  of  $50,476  million, 
$20,369  million  or  40%  were  derived  from  governmental  grants  and  contracts : 
the  Title  XX  purchase-of -service  contract  is  one  of  the  more  prominent  forms  of 
governmental  support  for  our  affiliates. 

The  objectives  of  our  written  statement  are  threefold  :  (1)  To  demonstrate  the 
importance  of  Title  XX  social  services  in  supporting  persons  with  moderate 
and  severe  disabilities,  (2)  To  cite  several  situations  in  which  persons  with  cere- 
bral palsy  are  being  deprived  of  needed  services  as  a  direct  consequence  of  state 
retrenchment  in  Title  XX  policies  and  programs,  and  (3)  To  supplement  the 
oral  testimony  of  our  sister  agency,  the  National  Association  for  Retarded  Citi- 
zens, in  order  to  demonstrate  the  common  concern  of  the  disability  movement 
with  Title  XX  service  delivery. 

UCPA  strongly  supports  the  immediate  enactment  of  H.R.  12973. 
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THE  EOLE  OP  SOCIAL  SERVICES  IN  SUPPORTING  PERSONS  WITH  DISABILITIES 

One  of  the  primary  programmatic  goals  in  the  disability  movement  today  is 
to  prevent  unnecessary  institutionalization  and  provide  residential  and  other 
community  living  alternatives  to  institutions.  The  freedom  and  opportunity  to 
choose  where  to  live  in  the  community  is  the  overriding  objective  to  these 
efforts.  Social  services  are  intended  to  assist  disabled  individuals  in  meeting 
the  needs  of  everyday  living  and  to  obtain  access  to  other  resources.  They  in- 
clude such  services  as  counseling,  day  care  and  adult  activity  centers,  special 
transportation,  information  and  referral,  outreach,  social-developmental  and 
recreation,  and  attendant  care/homemaker  activities. 

item:  TITLE  XX  BENEFITS  IN  NEW  YORK 

The  impetus  behind  the  Finance  Committee  hearing  is  Senator  Daniel  Patrick 
Moynihan's  interest  in  seeking  clearer  answers  to  some  important  Title  XX 
questions  related  to  the  distribution  formula  and  income  maintenance  relation- 
ships. The  distinguished  Subcommittee  on  Public  Assistance  Chairman  should 
be  aware  of  the  many  benefits  the  program  offers  to  severely  disabled  persons 
in  his  home  state  of  New  York. 

Willowbrook  is  one  of  the  most  infamous  institutions  for  the  developmentally 
disabled  in  the  world.  Efforts  have  been  taking  place  over  the  last  several  years 
to  "deinstitutionalize"  some  of  these  residents  by  providing  community  support 
programs.  UCPA  of  New  York  State  is  currently  utilizing  Title  XX  funds  to 
provide  homemaker  services  for  85  former  residents  of  V/illowbrook  who  now 
live  in  supervised  apartments  throughout  the  five  boroughs.  Without  the  home- 
maker  service  it  is  highly  probable  that  these  persons  would  have  to  resort  to 
institutional  care. 

This  is  just  one  illustration  of  the  role  of  Title  XX  in  providing  important 
services  to  the  severely  disabled  in  New  York  state. 

item:  TITLE  XX  BENEFITS  IN  KANSAS 

Title  XX  plays  an  absolutely  essential  role  in  Kansas  for  a  population  which 
cannot  receive  necessary  support  services  from  any  other  funding  source.  The 
services  offered  by  UCP  of  Kansas  prevents  institutionalization  and  reinstitu- 
tionalization. 

Title  XX  supports  26  severely  physically  disabled  persons  who  reside  in  a 
community  living  arrangement  program.  Services  provided  are  food  services, 
specialized  transportation,  and  physical  support  services.  These  training  services 
support  activities  of  daily  living  to  allow  the  disabled  persons  to  reach  higher 
levels  of  functioning  and  individual  independence. 

UCP  of  Kansas  has  14  other  severely  physically  disabled  persons  awaiting 
placement  in  their  living  arrangements  program.  Successful  placement  depends 
upon  expansion  of  the  existing  Title  XX  contract. 

Title  XX  also  supports  15  individuals  in  the  ELKs  Training  Center  sheltered 
workshop.  These  persons  have  been  determined  by  Vocational  Rehabilitation  too 
severe  for  VRM's  employment  oriented  services. 

The  Title  XX  ceiling  has  had  its  effect  on  these  consumers.  In  addition  to 
the  residential  waiting  list,  the  state  has  cut  UCP's  reimbursement  rate  from 
$17.44  per  client  day  to  $16.50  for  the  workshop  and  $12.00  for  the  residential 
program.  This  is  occurring  at  a  time  of  inflationary  programmatic  cost 
increases. 

THE  IMPACT  OF  THE  TITLE  XX  CEILING  ON  PERSONS  WITH 

DISABILITIES 

A  recent  National  Governors'  Association  state  responses  to  Representative 
Donald  Eraser's  Title  XX  survey  indicated  some  unfortunate  programs  cut- 
back trends : 

(1)  Of  the  37  states  responding,  16  have  terminated  or  reduced  purchase  of 
service  contracts. 

(2)  9  states  have  consciously  changed  the  eligibility  criteria  to  limit  the 
number  of  participants  in  a  program  or  have  specifically  not  changed  eligibility 
criteria  to  continue  to  include  people  who  become  ineligible  as  a  function  of 
increased  public  assistance  programs. 
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(3)  9  states  have  simply  eliminated  specific  service  categories.  The  NGA  sur- 
vey states  that  "these  specific  cutbacks  have  usually  taken  place  in  the 
areas  affecting  the  handicapped  (developmentally  disabled,  mentally  retarded, 
and  mentally  ill),  the  elderly,  and  protective  services  for  children  and  adults. 

The  NGA  survey  documented  that  Title  XX  programs  for  persons  with  dis- 
abilities have  been  discontinued  or  cutback  in  Colorado,  Idaho,  Kansas,  Mon- 
tana, Nebraska,  New  Jersey,  Ohio,  and  West  Virginia. 

The  remainder  of  the  UCPA  statement  will  cite  examples  of  these  cutbacks 
on  programs  operated  by  UCPA  aflSliates. 

ITEM  :  CELLING  IMPACT  IN  OHIO 

The  state  of  Ohio  has  decided  to  reapportion  Title  XX  monies  to  rural  counties 
without  increasing  state  subsidies  to  make  up  the  difference  in  those  urban  areas 
in  which  income  was  lost.  This  policy,  traceable  in  large  measure  to  an  insuffi- 
ciency of  Title  XX  funds,  has  had  a  catastrophic  effect  on  a  number  of  our  affili- 
ates in  the  state. 

TJGP  of  Colli mdus-FranJclin  Counties.  Two-thirds  of  this  affiliate's  $600,000 
budget  is  composed  of  Title  XX  contract  reimbursements.  As  the  result  of  Ohio's 
decision  to  divert  funds  away  from  urban  areas  the  affiliate  will  be  required  to 
curtail  or  discontinue  services,  to  many  of  its  clients  (cf.  Appendix  I).  A  re- 
definition of  adult  day  care  imposed  by  the  state  in  an  effort  to  reduce  its  Title 
XX  commitment  even  further  will  eliminate  services  for  174  of  the  200  adults 
currently  served  by  the  affiliate  (cf.  Appendix  II  and  III). 

UCP  of  Metropolitan  Dayton.  Due  to  the  reallocation  of  State  Title  XX  monies 
to  rural  areas,  Montgomery  County  received  only  50%  of  the  funds  for  which  it 
had  certified  need,  and  which  it  had  anticipated.  As  a  result,  many  social  service 
programs  in  the  county  were  cut  back  or  suspended,  including  that  of  UCP  of 
Metropolitan  Dayton.  This  affiliate's  contract  to  provide  adult  day  care  and  re- 
lated transportation  services  was  slashed  from  $175,000  to  $75,000 — on  nine  days' 
notice.  While  private  saurces  have  assisted  the  affiliate  in  offsetting  some  portion 
of  its  financial  loss,  the  resulting  budget  is  still  inadequate  to  fund  the  program 
at  the  level  of  operation  which  both  clients  and  staff  had  initially  been  led  to 
expect.  While  at  the  present  time  no  staff  members  have  had  to  be  let  go,  the 
prognosis  for  the  future  is  extremely  uncertain. 

VCP  of  Cincinnati.  Because,  like  affiliates  of  many  voluntary  health  agencies, 
this  affiliate's  budget  relies  heavily  on  Title  XX  monies,  its  programs  are  in  se- 
rious jeopardy.  Approximately  $175,000,  or  one  third  of  itS)  total  budget,  results 
from  Title  XX  contract  activities.  As  a  consequence  of  a  38  percent  rollback  in 
Title  XX  funding  for  Hamilton  County  (cut  from  an  expected  $6.1  million  to  $3.8 
million),  the  affiliate's  budget  suffered  a  $75,000  loss  in  revenue,  resulting  in 
significant  staff  reductions  and  truncation  of  its  adult  program  (cf.  Appendix 
lY).  On  a  broader  plane,  the  county  as  a  whole  suffered  crippling  cuts  in  its 
social  service  programs,  of  which  the  following  are  indicative  : 

Percent  fiscal 
year  1977 


Program  'budget 

Adoption  service   88 

Legal  services   9 

Special  services  for  blind   59 

Development  services  for  disabled  children   41 

Health  and  related  services   67 

Disabled  adults   52 


ITEM  :  CEILING  IMPACT  IN  GEORGIA 

UCP  of  Macon  and  Middle  Georgia  has  operated  a  Title  XX  service  program 
for  50  severely  and  multiply  disabled  adults  for  several  years.  Because  of  budg- 
etary constraints  the  Title  XX  rules  have  been  changed  so  that  only  persons  with 
IQ  levels  of  70  or  less  may  continue  to  be  served.  This  change  in  Title  XX  has 
left  8  non-retarded  persons  with  cerebral  palsy  v^ithout  services.  UCPA  trusted 
the  Title  XX  agency  in  serving  the  severely  disabled :  now,  the  agency  estab- 
lished to  help  meet  the  needs  of  persons  with  cerebral  palsy,  can  not  serve  the 
non-retarded  individual  w^ith  cerebral  palsy. 
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ITEM  :  CEILING  IMPACT  IN  PENNSYLVANIA 

In  Pennsylvania  the  Department  of  Public  Welfare  provides  matching  state 
funds  for  Title  XX  programs  directed  toward  individuals  who  are  mentally 
retarded,  blind,  or  qualified  for  a  number  of  the  targeted  service  categories.  It 
provides  no  matching  monies  for  individuals  who  are  strictly  physically  disabled. 

Like  many  states  in  the  early  1960's  Pennsylvania  passed,  a  fairly  compre- 
hensive bill  providing  services  to  individuals  with  mental  retardation  or  mental 
health  problems.  For  the  past  fifteen  years  it  has  been  necessary  to  seek  funds 
for  the  physically  disabled  through  the  back  door  of  some  other  funding  source — 
funds  for  the  blind,  funds  for  the  mentally  retarded,  funds  for  the  poor — 
always  another  disability  or  condition  that  a  consumer  had  to  claim  in  addition 
to  physical  disability  in  order  to  receive  services. 

The  limitation  imposed  by  fiscal  constraints  of  the  Title  XX  program  in  Penn- 
sylvania have  forced  the  state  to  prioritize  its  disabled  residents  in  an  unbal- 
anced manner  which  seriously  compromises  the  effectiveness  of  its  social  serv- 
ices program,  and  raises  the  question  of  whether  in  fact  physically  disabled 
individuals  are  being  discriminated  against  on  the  basis  of  handicap.  While  we 
do  not  challenge  a  state's  right  to  set  Title  XX  funding  priorities,  we  are  com- 
pelled to  voice  our  frustration  at  a  funding  system  w'hich  on  the  one  hand 
stimulates  the  demand  for  services  while  on  the  other  forces  administrative 
agencies  to  make  agonizing,  often  questionable  exclusivist  choices  regarding  the 
populations  they  can  afford  to  serve. 

For  example,  UCP  of  Lackawanna  County  (Scranton)  receives  $246,000  in 
Title  XX  subcontract  support  for  a  wide  variety  of  services  to  developmentally 
disabled  children  and  adults  who  are  mentally  retarded.  However,  at  least  a  third 
of  the  adult  case  load  are  non-retarded  and  thus  not  eligible  for  Title  XX 
funding  given  Pennsylvania's  current  service  priorities.  How  would  you  feel 
telling  a  parent  that  their  severely  disabled  child  could  receive  services  only  at 
cost  to  the  parent  and  the  voluntary  agency  because  the  child  was  not  retarded 
knowing  that  other  families  received  comprehensive  services  with  public  sup- 
port in  the  same  agency  program  ? 

CONCLUSION 

There  is  no  question  that  an  extension  of  the  Title  XX  ceiling  at  the  levels 
indicated  in  H.R.  12973  is  essential  if  the  federal  government  is  to  continue  to 
exercise  its  lead  in  encouraging  the  provision  of  social  services  to  all  individuals 
requiring  them.  Moreover,  as  is  evidenced  by  the  examples  cited  in  the  preceding 
pages,  a  legislative  initiative  to  provide  interim  fiscal  assistance  to  state  and 
local  governments  during  the  transition  period  is  equally  necessary.  Without 
adequate  financial  backing  no  social  service  program,  whether  administered 
through  public  or  voluntary  nonprofit  agencies,  will  be  able  to  meet  the  needs  of 
persons  with  disabilities,  or  indeed  anyone  requiring  such  assistance. 

The  Title  XX  program  has  been  instrumental  in  creating  the  momentum  for 
enhanced  local  service  delivery,  and  as  a  result  millions  of  individuals  have 
benefited  from  federally  supported  social  service  activities.  As  a  result  of  federal 
efforts  to  date  the  essential  components  of  a  successful  system — the  staffing, 
facilities,  equipment,  clients — are  already  in  place.  What  is  lacking  is  the 
assurance  that  the  programs  so  enthusiastically  and  effectively  begun  will  have 
the  funding  they  require  to  continue.  Without  that  assurance  the  quality  of 
life  for  many  disabled  individuals  will  have  been  permanently — and  tragically 
diminished. 

Fund  Cutback  Hurts  Palsy  Victims 

(By  Stephen  Berry) 

Many  cerebral  palsy  victims  in  the  Columbus  area  will  "sit  at  home  and  rot"  if 
the  Ohio  Department  of  Public  Welfare  (ODPW)  follows  through  with  its  plan 
to  cut  Franklin  County's  share  of  federal  Title  XX  money,  a  United  Cerebral 
Palsy  official  says. 

Approximately  200  cerebral  palsy  victims  participate  daily  in  adult  programs 
of  the  United  Cerebral  Palsy  of  Columbus  and  Franklin  County  Inc.  (UCP), 
2144  Agler  Rd. 

But  the  center  faces  the  dim  prospect  of  trimming  its  services  if  the  county's 
share  of  Title  XX  money  is  cut,  Eugene  Cuticchia,  executive  director,  said. 
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One  client,  Jim,  28,  works  in  the  center's  print  shop  2l^  days  a  v/eek  malting 
calling  cards,  graduation  announcements,  and  other  notices.  He  earns  $20  to  $25 
a  month. 

Jim  also  learns  from  instructors  how  to  cope  with  death,  budget  his  own 
money,  and  socialize  with  others.  He  is  dependent  on  the  center's  fleet  of  12 
leased  vans  for  transportation  because  he  is  confined  to  a  wheelchair. 

Although  Jim  can  communicate  with  others,  his  speech  is  unintelligible  and 
he  has  limited  use  of  his  hands. 

Cuticchia  said  Jim  is  lucky,  though,  because  he  lives  independently  with  his 
wife,  who  has  a  part-time  job.  If  Title  XX  money  is  cut  back,  other  clients  might 
not  fare  as  well. 

"I  have  other  clients  who,  if  Title  XX  is  cut,  will  just  sit  at  home  and  rot," 
Cuticchia  said. 

The  ODPW  plans  to  cut  the  Franklin  County  Welfare  Department's  share  of 
Title  XX  money  by  about  $1.74  million  next  fiscal  year.  And,  if  smaller  counties 
begin  spending  more  Title  XX  funds.  Franklin  County's  share  of  the  social  serv- 
ices money  could  decline  by  as  much  as  $5.2  million  from  its  present  level. 

Of  a  projected  1977  budget  for  the  adult  UCP  program  of  $611,793,  a  healthy 
$421,852  is  needed  from  the  federal  government  through  Title  XX  to  maintain 
the  program,  Cuticchia  said.  The  balance  of  operating  funds  comes  from  the 
United  Way  allocation  and  donations. 

"Everyone  has  a  right  to  work,  recreation  and  self -improvement,"  Cuticchia 
said.  "We're  trying  to  fill  that  void  in  these  people's  lives." 

The  center,  which  has  a  waiting  list,  currently  serves  approximately  200  multi- 
handicapped  persons.  The  crippling  disease  is  caused  by  brain  or  other  nervous 
system  damage  before  birth,  at  delivery  or  early  in  life.  While  cerebral  palsy 
strikes  early,  most  of  its  victims  live  normal  life  spans,  Cuticchia  said. 

TALK  ON  SCHOOLS  SET 

State  Sens.  Michael  Schwarzwalder  and  Theodore  Gray  and  State  Reps.  Law- 
rence Hughes  and  Mack  Pemberton  will  speak  at  8  p.m.  Thursday  at  the  Board 
of  Education  ofiice,  465  Kingston  Ave.,  Grove  City.  They  will  discuss  school  legis- 
lation and  school  funding. 

Most  clients,  who  range  in  age  from  18  to  70,  will  remain  in  the  program  until 
they  die,  move  out  of  the  community,  or  perhaps  enter  a  nursing  home,  Cuticchia 
said. 

Eighty  of  the  200  clients  are  confined  to  wheelchairs  and  thus  depend  on  the 
center's  vans  for  all  their  transportation  needs.  The  vans  take  them  to  and  from 
the  center,  shopping,  to  health  clinics,  and  other  chores  such  as  for  banking. 

Because  of  transportation  problems  and  architectural  barriers  in  the  com- 
munity, few  of  the  center's  clients  ever  find  jobs,  Cuticchia  said.  Six  persons 
this  year  got  part-time  jobs  cleaning  the  center  under  a  maintenance  contract 
Cuticchia  negotiated.  It  was  an  unusual  case. 

Cuticchia  said  a  10  percent  cut  in  Title  XX  money  would  mean  reducing  the 
70-member  staff  by  eight  persons,  for  example. 

"It's  immoral,  an  injustice  to  take  a  client  out  of  his  home,  give  him  programs 
and  then  take  them  away,"  Cuticchia  said.  "It's  taken  us  five  years  to  build  up 
clients  to  where  they  feel  like  first  class  citizens.  There  are  just  not  enough 
private  dollars  to  provide  the  services  mandated  by  the  government  and  needed 
by  our  people." 

United  Cerebral  Palsy, 
OF  Columbus  and  Franklin  County, 

Columbus,  Ohio,  May  5, 1977. 

Mr.  E.  Clarke  Ross, 

Director,  UGPA  Governmental  Activities  Office, 
Chester  Arthur  Building, 
Washington,  D.C. 

Dear  Clarke  :  The  frustrations  of  surmounting  the  maze  of  governmental  and 
private  bureaucracies  are  becoming  a  most  severe  threat  to  the  provision  of  di- 
rect services  to  clients  by  this  Agency.  As  you  may  recall,  this  Agency  uses  its 
annual  United  Way  allocation  as  matching  monies  for  a  Title  XX  Contract  with 
the  local  Welfare  i)epartment.  Presently,  most  services  are  being  provided  under 
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the  Service  Code :  Day  Care  for  Adults.  This  service  code  has  been  broad  enough 
to  permit  us  to  provide  comprehensive  spectrum  of  services. 

Now,  the  Ohio  Department  of  Public  Welfare  has  redefined  Adult  Day  Care, 
effective  July  1, 1977  as  follows : 

Care  for  the  day  or  a  portion  thereof  for  adults  who  continue  to  reside  in  the 
community,  outside  of  institutional  care,  but  are  in  need  of  supervision  while 
family  members  or  other  caretakers  are  at  work  and  are  out  of  the  home.  The 
purpose  of  the  service  is  to  enable  the  adult  to  remain  in  the  community.  The 
setting  may  be  a  day  care  home  or  a  group  center  .  .  .  Program  is  designed  to 
encourage  maximum  use  of  personal  capacity  particularly  in  relation  to  self- 
care  and  socialization. 

Of  the  200  adult  clients  we  are  serving  all  but  twenty-six  (26)  would  become 
ineligible  since  twenty-seven  (27)  live  independently,  sixty-nine  (69)  in  state 
institutions,  thirty -two  (32)  in  nursing  homes,  four  (4)  in  group  homes  and 
forty-two  (42)  with  retired  or  non-working  parents  or  guardians. 

From  the  Federal  Regulations,  it  is  clear  that  the  Ohio  Department  of  PubUc 
Welfare,  as  administrator  of  Title  XX,  has  the  mandate  to  regulate  service  pro- 
vision. In  Ohio  there  is  an  on-going  struggle  between  Welfare  and  the  Depart- 
ment of  Mental  Health  and  Mental  Retardation  which  receives  the  top  third 
of  Title  XX  monies.  Both  departments  are  aware  of  the  bind  this  imposes  upon 
our  Agency  and  laud  the  services  we  provide  but  neither  seems  willing  to  offer  a 
solution.  This  only  services  to  emphasize  that  the  thrust  in  Ohio  is  to  serve  the 
Mentally  Retarded  population  to  the  exclusion  of  the  remainder  of  the  Develop- 
mentally  Disabled  population. 

The  local  welfare  department,  Franklin  County,  continues  to  be  our  lone  advo- 
cate. Through  their  efforts  we  should  be  able  to  continue  providing  some  serv- 
ices. It  has  been  suggested  that  appropriate  action  be  initiated  which  would  re- 
sult in  a  service  code  in  Title  XX  designed  to  address  the  special  needs  of  our 
client  population. 

We  would  welcome  your  advice  and  suggestions  in  regard  to  the  approach  we 
should  be  taking.  Our  state  and  local  legislators  have  been  apprised  of  the 
problem  and  are  supportive  of  our  cause. 
Sincerely  yours, 

Eugene  A.  Cuticchia, 

Executive  Director. 

United  Cesebral  Palsy 
OF  Columbus  and  Franklin  County,  Inc. 

ColumUa,  Ohio,  March  7, 1978. 

MADEn:.ENE  PIertzman, 

Chief,  Bureau  of  Adult  Services,  Ohio  Department  of  PuMic  Welfare,  State  Office 
Tower,  Columhus,  Ohio 

Dear  Ms.  Hertzman  :  Since  September  8,  1972,  this  Agency,  United  Cerebral 
Palsy  of  Columbus  and  Franklin  County,  Inc.,  has  been  providing  direct  social 
services  to  the  cerebral  palsied  and  multi-physical  handicapped  of  Franklin 
County  through  purchase  of  service  contracts  with  the  Franklin  County  Welfare 
Department.  Under  the  terms  of  the  present  Title  XX  Contract,  as  well  as  those 
of  prior  Title  IV  A  and  Title  XX  contracts,  the  bulk  of  services  being  provided 
to  the  200  adult  clients  of  the  Agency  are  provided  under  the  Service  Code  110 — 
Day  Care  for  Adults. 

The  presently  existing  definition  of  Day  Care  for  Adults — 

Personal  care  for  part  of  a  day  for  persons  in  need  of  supervised  care  in  a 
protective  setting  approved  by  the  state  or  local  agency.  It  may  be  a  family  home 
or  a  congregate  setting.  Individuals  may  be  helped  to  move  from  withdrawn  isola- 
tion to  interpersonal  communicating  and  relating  to  others,  to  develop  interest 
in  the  surroundings  so  that  each  can  utilize  his  or  her  potential  for  self-depend- 
ence. 

Meals  may  be  provided  so  long  as  less  than  three  (3)  meals  per  day  are  in- 
cluded and  such  meals  are  not  designed  to  meet  the  full  nutritional  needs  of  the 
individual.  Physical  examination  may  be  included  when  it  is  a  requirement  for 
participation  in  the  service  and  cost  is  not  reimbursable  under  Titles  XVIII  or 
XIX. 

Provides  that  a  wide  range  of  activities  can  be  provided  for  the  least  restricted 
number  of  qualifying  clients  whose  eligibility  for  services  is  determined  by  the 
Franklin  County  Welfare  Department.  The  focus  of  this  program,  of  services  is 
the  actualization  of  the  potential  for  self-dependence  of  each  individual  client. 
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Success  and  quality  of  this  service  provision  has  been  measured  in  terms  of  the 
personal  growth  and  development  of  the  Agency's  clients  resulting  in  their  place- 
ment in  more  appropriate  living  arrangements.  Twenty-seven  clients  now  live  in- 
dependently in  their  own  apartments,  S2  live  in  nursing  homes,  4  in  group  homes, 
68  in  their  parents'  or  guardians'  homes,  69  in  state  institutions.  This  movement 
from  least  restrictive  to  less  restrictive  living  accommodations  has  enhanced  the 
process  of  deinstitutionalization  in  which  we  all,  both  the  public  and  private  sec- 
tors, have  a  vested  interest. 

It  has  now  come  to  our  attention  that  the  proposed  definition  of  Day  Care  for 
Adults — ^Care  for  the  day  or  a  portion  thereof  for  adults  who  continue  to  reside 
with  own  family,  but  are  in  need  of  supervision  while  family  members  are  at  work 
and  are  out  of  the  home.  The  purpose  of  the  service  is  to  enable  the  adult  to  remain 
in  the  community.  The  setting  may  be  a  day  care  home  or  a  group  center.  One  full 
meal  and  snacks  may  be  provided,  however,  the  full  nutritional  needs  of  the  in- 
dividual are  not  met.  Physical  examination  upon  acceptance  into  the  program  may 
be  included  if  the  cost  is  not  reimbursable  under  Titles  XVIII  or  XIX.  Program 
is  designed  to  encourage  maximum  use  of  personal  capacity  particularly  in  rela- 
tion to  self-care  and  socialization — would  place  severe  restrictions  upon  the  num- 
ber of  clients  this  Agency  could  serve.  The  new  definition  would  eliminate  the 
provision  of  services  to  the  following : 

Clients 


(1)  All  those  living  independently   27 

(2)  All  those  living  in  institutions   69 

(3)  All  those  living  in  nursing  homes   32 

(4)  All  those  living  in  group  homes   4 

(5)  All  those  living  w^ith  parents  or  guardians  who  are  nonworking  or 

retired   42 


The  end  result  would  be  that  only  26  clients  living  with  parents  who  are  em- 
ployed could  be  provided  the  services  this  Agency  has  developed  over  the  past 
five  years  to  meet  the  needs  of  this  highly  discriminated  against  segment  of  the 
population. 

We  are  certain  that  the  intent  of  the  revision  of  the  definition  of  Day  Care  for 
Adults  was  not  to  restrict  but  rather  to  extend  services.  It  would  seem,  from  a 
perusal  of  the  proposed  definition,  that  this  definition  has  been  adapted  from  the 
definition  of  Work-related  Day  Care  for  Children.  This  may  well  serve  a  definite 
need  and  purpose  but  the  restrictive  nature  of  the  definition  of  Day  Care  for 
Adults  would  reimpose  a  definite  hardship  on  the  cerebral  palsied,  multi-physi- 
cally  handicapped  and  their  parents  whose  plight  has  only  too  recently  begun  to 
be  addressed. 

Further,  and  most  importantly,  in  terms  of  the  new  restrictive  nature  of  the 
definition,  the  severely  handicapped  individual  is  relegated  to  the  role  of  depend- 
ent "child",  for  life,  thus  closing  the  avenues  to  maturation,  a  violation  of  the 
rights  of  individuals  living  in  our  society.  This  is  indeed  a  gross  injustice. 

Because  of  the  implications  of  such  a  restrictive  definition  of  Day  Care  for 
Adults,  we  find  it  necessary  to  call  these  facts  to  your  attention  and  to  hereby 
lodge  our  protest.  This  Agency  stands  ready  to  defend  its  programs  of  service 
delivery  and  to  advocate  the  cause  of  the  clients  we  are  chartered  to  serve.  We 
are  at  your  disposal  to  clarify  our  stand  and  to  answer  any  questions  you  might 
have  in  this  most  serious  matter. 
Sincerely, 

Betty  M.  Rogees, 
President,  Board  of  Ti'ustees. 
Eugene  A.  Cuticchia, 

Executive  Director. 

Title  XX  Disaster 

To  know  what  the  recently  announced  cutbacks  in  Hamilton  County's  Title 
XX  funding  signify,  it  is  almost  necessary  to  know  Ed  Jones. 

Ed  is  a  man  in  his  early  20s  confined  for  life  to  a  wheelchair.  He  has  difficulty 
speaking,  though  never  thinking  or  emoting,  which  is  why  he  cherishes  hi^  pro- 
grams at  the  United  Cerebral  Palsy  Center.  Five  days  a  week  Ed  takes  a  course 
in  letter-writing ;  he  checks  silk-screened  Christmas  cards  for  ink  spills,  and  he 
swims  and  bowls.  Through  the  center,  he  finds  some  fulfillment  in  life. 
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Now,  because  of  unanticipated  and  enormous  cuts  in  the  monies  that  pay  for 
programs  such  as  these,  people  like  Ed  may  be  abandoned.  Less  than  two  weeks 
ago,  state  officials  announced  to  local  welfare  workers  that  a  $2.5  million  slashing 
of  the  original  $6.3  budget  for  fiscal  1977-78  is  virtually  irreversible. 

Title  XX,  to  recap  the  complex  legislation,  is  an  amendment  to  the  Social 
Security  Act  that  deals  with  social  services  for  the  aged,  blind,  disabled  and  their 
families.  Passed  in  January  1975,  it  provides  federal  dollars  for  the  states 
according  to  formula  based  on  population  and  per  capita  need  (three  federal 
dollars  for  every  one  state  and  local  dollar).  But — and  here's  the  kicker — it  is  a 
reimbursement  program.  Only  after  the  state  has  spent  the  money  can  it  claim 
reimbursement  from  the  feds. 

In  the  first  two  years  that  Title  XX  money  was  available  in  Ohio,  Hamilton 
County  tried  to  establish  carefully  the  needs  for  various  services  before  com- 
mitting any  dollars.  Like  much  of  Ohio,  the  county  did  not  spend  all  of  the  Title 
XX  money  immediately  available  to  it. 

For  fiscal  year  197&-77,  Hamilton  County  was  allocated  $6,263,000.  By  March  of 
1977,  however,  when  allocations  for  the  next  fiscal  year  were  being  set,  the  county 
was  still  perfecting  its  methods.  It  knew  what  it  was  going  to  do  with  the  money 
but  it  had  not  actually  committed  all  of  it. 

So  what  happened  ?  State  officials  looked  only  at  expenditures  through  March, 
presumed  that  Hamilton  County  was  not  going  to  use  all  of  its  funding  and 
chopped  its  future  allocation  severely. 

By  the  time  Hamilton  County  learned  what  had  happened — on  July  1,  the 
first  day  of  the  new  fiscal  year — at  least  33  Community  Chest  agencies  and 
12  non-Chest  agencies  had  made  important  funding  commitments  for  the  coming 
year.  These  commitments  were  based  on  the  assumption  that  the  new  allocation 
would  approximate  last  year's  $6.2  million. 

Since  July  1,  Chest  and  local  community  officials  have  been  scrambling  to 
patch  up  the  damage,  but  without  success.  Unless  something  dramatic  happens, 
Ed  Jones  may  well  see  some  of  his  program  cut,  and  any  future  Ed  Jones  may 
remain  locked  out. 

^Vhat  hurts  the  most,  according  to  Community  Chest  spokesmen,  is  the  size 
of  the  local  cut — 38  percent — when  comparable  counties  in  Ohio  received  little 
or  no  cuts.  Lucas  County  (Toledo)  lost  13  percent  of  its  funding;  Franklin 
County  (Columbus)  lost  15.6  percent;  Cuyahoga  County  (Cleveland)  lost  none. 
Local  agencies  have  been  penalized,  it  appears,  for  exercising  caution  in  the 
expenditure  of  federal  funds. 

What  will  happen?  With  financial  juggling,  some  prayer  and  the  possibility 
that  other  Title  XX  recipients  won't  use  all  the  money  that  is  rightfully  theirs, 
Hamilton  County  may  limp  through  until  May.  But  unless  the  state  reallocates 
the  county  will  not  fulfill  its  commitments  through  June. 

In  fairness,  the  state  should  reallocate  right  now,  and  put  an  end  to  the 
uncertainty.  If,  another  year,  more  of  Ohio's  88  counties  claim  enough  so  the 
largest  recipients  must  be  cut  again,  so  be  it.  Foreknowledge  will  allow  time  to 
adjust.  This  time  around,  Hamilton  County  is  stranded. 


North  Central  Health  Care  Facilities, 

Wausau,  Wis.,  Aug.  11, 1978. 

Senator  Gaylord  Nelson, 
U.S.  Senate, 
Washington,  D.C. 

Dear  Senator  Nelson  :  I  have  been  informed  that  there  will  be  a  public 
hearing  conducted  by  the  Subcommittee  on  Health  of  the  Senate  Finance  Com- 
mittee on  August  18th.  At  that  time  the  committee  will  be  accepting  testimonies 
regarding  Medicare  and  Medicaid.  I  would  like  to  take  this  means  of  refreshing 
your  memory  pertaining  to  our  concerns. 

As  you  may  recall,  when  you  participated  in  the  dedication  of  our  new  facility 
last  February,  I  expressed  to  you,  Secretary  Califano,  and  Congressman  Obey 
my  concerns  of  the  discrimination  in  the  present  Medicaid  system.  Under  Title 
XIX  of  the  Social  Security  Act,  Section  1905(a)  (14)  it  states,  "inpatient  hospital 
services  .  .  .  for  individuals  65  years  of  age  or  over  in  an  institution  for  .  .  . 
mental  diseases"  will  be  reimbursed  under  the  Medical  Assistance  Program. 
This  denies  payment  for  persons  between  21  and  65  years  of  age  (another 
section  allows  payment  for  those  under  21)  in  "institutions  for  mental  diseases." 
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Xo  age  limitations  are  placed  on  other  inpatient  hospital  service  sites  including 
general  hospitals. 

This  discriminatory  language  creates  an  irrational  advantage  for  general 
hospitals  in  the  delivery  of  mental  health  services.  The  inpatient  services  pro- 
vided by  "Free-stancliug  mental  health  facilities"  are  usually  equal  to  or  superior 
in  quality  to  those  offered  by  general  hospitals  and  are  often  olfered  at  less  cost. 
As  an  example,  our  present  inpatient  daily  cost,  which  is  all-inclusive,  including 
medical  and  psychiatric  services,  is  $106.00  per  day,  with  an  average  length  of 
stay  of  14  days.  Another  concern  we  have  in  this  matter,  especially  as  it  pertains 
to  Wisconsin,  is  that  there  is  a  large  portion  of  the  state  which  does  not  have 
psychiatric  services  readily  available  in  a  general  hospital.  Therefore,  they 
must  rely  upon  community  mental  health  centers  which  are  free-standing,  and 
the  burden  of  the  costs  are  then  primarily  placed  upon  the  local  unit  of  county 
government.  And,  as  you  are  aware,  this  cost  is  then  passed  on  to  property 
tax. 

Your  continued  assistance  and  understanding  in  this  effort  is  greatly  appre- 
ciated. I  would  certainly  welcome  the  opportunity,  if  you  feel  it  is  warranted, 
to  meet  with  you  to  discuss  this  matter  either  prior  to  or  on  August  18th,  or 
possibly  you  could  have  this  introduced  into  the  record. 

I  am  certainly  looking  forward  to  hearing  from  you,  and  again,  our  sincere 
appreciation  for  your  consideration. 
Sincerely  yours, 

Peter  DeSantis, 
Executive  Director. 


Gerontological  Society, 
Washington,  D.C.,  September  1,  1978. 
The  Gerontological  Society,  a  national  organization  of  researchers,  clinicians, 
educators  and  practitioners  in  the  field  of  aging  submits  this  written  testimony 
for  the  record  with  regard  to  mental  health  coverage  under  Medicare  and 
Medicaid. 

Approximately  14%  of  persons  over  65  years  old  live  on  an  income  below  the 
Federal  poverty  level.  With  retirement,  income  drops  by  one-half  to  two-thirds. 
With  increasing  age,  assets  are  used  up  leaving  the  elderly  on  fixed  incomes  even 
less  able  to  meet  health  crisis. 

When  such  health  crises  occur,  the  Medicare-Medicaid  programs  provide  a 
distinct  service;  but  in  so  doing,  it  places  excessive  reliance  on  the  formal, 
institutional  solution  to  health  care  problems.  This  has  hindered  the  growth 
of  home-based  alternatives.  Because  of  restrictions  of  types  of  services  and 
types  of  providers  that  are  legally  reimbursable,  elderly  may  not  receive  needed 
care  while  remaining  in  their  own  homes.  Without  a  well  coordinated  system 
of  health  and  mental  health  services  in  the  community,  many  frail  elderly  too 
often  find  themselves  permanently  and  inappropriately  institutionalized. 

There  has  been  a  long  history  of  exclusion  of  the  mentally  ill  from  receiving 
the  same  benefits  from  basic  health  care  and  welfare  programs.  Coverage  for 
mental  health  care  should  be  equal  to  that  for  physical  health  care,  for  both 
acute  and  chronic  illness. 

Staff  development  and  inservice  training  costs  in  long-term  care  facilities 
should  be  allowable  items  under  Medicare  and  Medicaid  within  reasonable 
limits.  In  this  way  trained  mental  health  professions  could  provide  more  consul- 
tation and  education  services  to  direct  care  providers,  the  obvious  goals  being 
increased  staff  skills  and  improved  patient  care. 

Mental  health  services  provided  by  professionals  in  addition  to  psychiatrists 
should  be  eligible  for  reimbursement  when  their  care  is  supportive  and  part  of 
a  collaborative  approach  in  a  comprehensive  treatment  plan. 

Psychiatric  evaluation  and  treatment  as  out-patients  as  well  as  coverage  for 
psychoactive  medications  could  avoid  unnecessary  hospitalization  at  greater 
cost. 

It  would  be  a  great  benefit  to  all  parties  if  the  cost  of  a  telephone  in  an  el- 
derly person's  home  were  covered  by  Medicare  upon  the  prescription  of  a 
physician. 

If  Medicaid  reimbursement  were  restricted  to  those  who  require  nursing  home 
care  for  bona  fide  medical/psychiatric  reasons,  the  health  dollar  would  not  be 
spent  to  support  housing  needs. 

'  In  summary,  mental  health  care  services  for  the  elderly  have  been,  until  now.  a 
low  priority  budget  item.  Medicare  and  Medicaid  have  discriminated  against  the 
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mentally  ill  and  forced  unnecessary  institutional  care  when  the  same  services 
might  have  been  provided  at  lower  cost  and  greater  humanity  in  elderly  person's 
homes.  The  share  of  the  health  care  budget  for  mental  health  services  falls  short 
of  well  documented  needs. 

Attempts  to  address  these  inadequacies  include  the  retraining  of  existing  staff 
in  community  mental  health  centers  and  long-term  support  facilities  to  learn  the 
skills  necessary  to  care  for  elderly ;  increasing  the  number  of  locations  at  which 
mental  health  services  are  available  and  assuring  the  frail  elderly  consumer  of 
access  to  these  services ;  improving  the  quality  of  care ;  and  working  at  all  levels 
to  increase  the  funding  to  support  these  efforts. 

Bennett  Gueian,  M.D., 
Member,  Pudlic  Information  Committee  Gerontological  Society  and  Di- 
rector of  Geriatrics,  Massachusetts  Mental  Health  Center,  Boston  Mass. 


University  of  Health  Sciences/The  Chicago  Medical  School, 

North  Chicago,  III.,  August  SI,  1018. 

Hon.  Herman  Talmadge, 

Chairman,  Health  Subcommittee,  Senate  Finance  Committee,  Senate  03ce 
Building,  Washington,  B.C. 

Dear  Sir  :  I  am  writing  in  response  to  your  recent  hearings  devoted  to  coverage 
of  mental  health  services  by  Medicare  and  Medicaid.  I  wish  to  support  Martin 
Gross'  contention  that  psychotherapy  as  generally  practiced  is  an  ineffective  treat- 
ment modality  and  should  not  be  covered  by  third  party  payment.  There  are  lit- 
erally dozens  of  studies  that  support  this  viewpoint  and  they  have  been  re- 
viewed by  Eysenck  (1),  Spitzer  and  Klein  (2),  and  Bergen  and  Garfield  (3). 

As  a  Chairman  of  an  academic  Department  of  Psychiatry  and  as  an  Acting 
Chairman  of  a  Department  of  Psychology,  I  also  wish  to  underscore  what  I  be- 
lieve are  major  differences  between  Psychological  Services  and  Psychiatric  Serv- 
ices. The  latter  is  traditionally  a  facet  of  medical  care  and  deals  with  the  under- 
standing and  medical  treatment  of  individuals  with  brain  disease  or  dysfunction 
that  is  manifested  by  major  behavioral  change.  The  major  mental  illnesses 
(manic-depressive  disorder,  schizophrenia),  age-related  dementias,  certain  forms 
of  epilepsy,  and  the  serious  neuroses,  fall  into  this  general  category.  I  believe 
inpatient  and  outpatient  medical  psychiatric  care  of  individuals  with  these  con- 
ditions should  be  covered  by  third  party  payment.  Psychological  Services  con- 
cerning the  evaluation  of  brain  function  (psychological  testing)  and  the  modifi- 
cation of  maladaptive  non-disease  induced  behavior  (e.g.,  phobias)  are,  I  think, 
also  appropriate  for  coverage  because  they  provide  diagnostic  aid  on  the  one  hand 
and  demonstrable  symptom  relief  on  the  other  hand.  However,  psychodynamically 
oriented  psychotherapy  (group  and  individual)  has  no  proven  effectiveness  either 
for  behavioral  disease  or  for  behavioral  maladaption  and  I  believe  the  country's 
limited  resources  could  be  better  spent  than  to  support  and  perpetuate  this  thera- 
peutically worthless  treatment. 

Michael  A.  Taylor,  M.D., 

Professor  and  Chairman. 

(1)  Eysenck,  H.  J.  The  Effects  of  Psychotherapy,  New  York,  The  International 

Science  Press,  Inc.  1966. 

(2)  Spitzer,  R.  L.,  Klein,  D.  F.  (eds),  Evaluation  of  Psychological  Therapies, 

Baltimore,  The  Johns  Hopkins  University  Press^  1976. 

(3)  Bergen,  A.  E.,  Garfield,  S.  L.  Handbook  of  Psychotherapy  and  Behavior 

Change,  New  York,  John  Wiley  &  Sons,  1971. 


American  Medical  Association, 

Chicago,  III.,  September  1, 1978. 
Re :  Mental  Health  Services  Under  Medicare  and  Medicaid. 
Hon.  Herman  E.  Talmadge, 

Chairman,  Subcommittee  on  Health,  Senate  Finance  Committee,  BirTcsen  Senate 
Office  Building,  Washington,  B.C. 
Dear  Senator  Talmadge  :  The  American  Medical  Association  is  pleased  to  sub- 
mit its  comments  regarding  the  provision  of  mental  health  services  under  the 
Medicare  and  Medicaid  program. 
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The  ?>Iedicare  and  Medicaid  programs  were  designed  to  provide  for  a  wide 
variety  of  liealth  care  benefits,  both  inpatient  hospital  and  outpatient  physician 
services  for  the  elderly  and  the  disabled  under  Medicare  and  for  certain  low 
income  groups  under  Medicaid. 

With  the  exception  of  end-stage  renal  disease,  psychiatric  services  are  the 
only  covered  medical  services  and  hospitalization  subject  to  rigid  limits  under 
Medicare.  Section  1812 (b)  (3)  of  the  Social  Security  Act  places  a  maximum 
lifetime  coverage  limit  on  inpatient  days  for  psychiatric  hos-pital  services  at  190 
days.  Similarly,  Section  1833(c)  limits  reimbursement  under  Part  B  of  Medicare 
for  physician  services  by  limiting  reimbursement  for  eligible  psychiatric  expenses 
to  a  maximum  of  $250.00  per  year.  This  fixed  limit  has  not  been  increased  since 
the  Medicare  law  was  passed.  Reimbursement  for  physician  services  under 
Medicare,  other  than  for  psychiatric  services,  is  placed  at  80%  of  the  Medicare 
determined  reasonable  charges  with  no  maximum  limitation  on  eligible  exi)enses 
and  there  is  no  lifetime  limit  on  inpatient  hospital  stay  benefits  similar  to  that 
for  psychiatric  services. 

Under  Medicaid,  states  are  not  even  required  to  provide  any  coverage  for  in- 
patient psychiatric  services  for  those  between  the  ages  of  21  and  65. 

The  American  Medical  Association  has  long  supported  the  elimination  of  the 
discriminatory  coverage  of  psychiatric  and  somatic  conditions.  At  its  Annual 
Meeting  in  1975,  the  American  Medical  Association's  House  of  Delegates  spoke 
to  the  need  for  parity  of  benefits  for  all  physician  and  hospital  services  under 
federal  health  programs.  This  policy  is  based  upon  the  longstanding  recognition 
that  emotional  or  mental  illnesses  can  be  as  incapacitating  and  debilitating  as 
physical  illnesses,  and  are  amenable  to  medical  treatment.  This  policy  was  re- 
iterated at  the  latest  Annual  Meeting  of  the  Association  in  June. 

Psychiatric  illness  is  not  unlike  physical  illness.  There  are  acute  disorders 
that  can  be  treated  in  a  relatively  brief  period  of  time,  usually  on  an  outpatient 
basis.  There  are  also  chronic  and  relapsing  conditions  that  require  maintenance 
treatment  over  an  extended  period  of  time,  either  on  an  outpatient  or  inpatient 
basis.  What  is  not  widely  appreciated  is  that  new  therapeutic  techniques,  in- 
cluding the  judicious  use  of  psychotropic  medication,  have  shortened  hospital 
stays,  or  obviated  the  need  for  hospitalization  altogether  in  many  psychiatric 
cases,  thus  reducing  the  cost-benefit  ratio. 

The  American  Medical  Association  supports  parity  of  benefits  for  the  treat- 
ment of  emotional  and  mental  illness  with  those  benefits  provided  for  other  medi- 
cal indications,  not  only  imder  federal  health  care  programs  but  also  for  private 
insurance  and  government  employee  coverage.  AMA's  proposed  comprehensive 
health  insurance  progi-am  (S.  218,  H.R.  1818)  also  provides  for  parity  of  hos- 
pital and  physician  coverage  between  psychiatric  and  other  medical  services. 

The  American  Medical  Association  urges  modification  of  the  Medicare  and 
Medicaid  programs  to  eliminate  the  present  limits  on  coverage  of  psychiatric 
treatment. 

Very  truly  yours, 

James  H.  Sammoxs,  M.D. 


Statement  of  the  Ameeican  Fedeeation  of  State,  Couxty  and  Municipal 

Employees,  AFI^CIO 

SUMMARY 

The  American  Federation  of  State,  County  and  Municipal  Employees 
(AFSOME),  AFI^CIO,  represents  1.6  million  public  workers,  including  140,000 
employees  in  mental  health  institutions  and  80,000  in  mental  retardation 
facilities. 

The  most  serious  problem  in  federal  mental  health  care  reimbursement  is  the 
inequitable  exclusion  of  Medicaid  coverage  for  persons  aged  21  to  65  who  are 
"inmates  of  public  institutions."  This  exclusion  has  contributed  to  widespread 
abuses  of  mental  patients  who  are  "dumped"  out  of  state  mental  hospitals  in  order 
to  save  money.  "Dumped"  patients  are  subsequently  "reinstitutionalized"  in  sub- 
standard, private  (often  proprietary)  nursing  homes,  where  they  qualify  for 
Medicaid  coverage. 

These  widespread  abuses  have  been  well  documented  in  reports  by  the  Senate 
Special  Select  Committee  on  Aging,  the  General  Accounting  Office,  the  President's 
Commission  on  Mental  Health,  the  HEW  Inspector  General,  the  Assistant  Surgeon 
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Genieral  and  numerous  state  officials,^  as  well  as  by  mental  health  experts,  jour- 
nalists and  AFSCME. 

AFSCME  recommends  the  following  amendments  to  title  XIX  of  the  Social 
Security  Act : 

1.  Medicaid  mental  health  coverage  must  be  extended  to  all  eligible  patients  in 
public  institutions. 

2.  There  must  be  strict  accountability  and  control  over  all  types  of  facilities 
serving  mental  patients  who  qualify  for  Medicaid. 

THE  PEOBLEM 

Section  1905(a)  (17)  (A)  of  the  Social  Security  Act  (42  USC  Section  1396d) 
prohibits  Medicaid  reimbursement  for  mental  health  care  of  an  otherwise-eligible 
recipient  if  that  person  is  an  "inmate  of  a  public  institution  (except  as  a  patient 
in  a  medical  institution.)"  However,  Paragraphs  1905(a)  (14)  and  (16)  permit 
reimbursement  for  persons  over  65  and  under  21,  respectively.  Thus,  Medicaid 
coverage  is  not  available  to  otherwise-eligible  patients  between  21  and  65  who 
reside  in  state  mental  hospitals.  Yet,  there  is  no  reimbursement  prohibition  for 
;  such  persons  if  they  are  residents  of  private  skilled  nursing  and  intermediate 

care  facilities  (nursing  homxes) . 

The  traditional  rationale  for  the  reimbursement  prohibition  for  public  facilities 
is  that  care  of  the  mentally  ill  is  a  state,  rather  than  a  federal,  responsibility. 
I  However,  there  are  several  reasons  why  this  argument  is  not  valid. 

>■  (1)  High  Cost  of  Adequate  Institutional  Mental  Health  Care. — States  have 

chronically  underfunded  their  mental  hospitals  to  the  point  that  only  custodial 
care,  rather  than  active  treatment,  has  been  provided.  Even  though  the  quality  of 
care  has  increased  dramatically  in  recent  years,  many  patients  still  receive  inade- 
quate treatment  because  of  the  high  cost  of  adequate  mental  health  care. 

According  to  the  House  Select  Committee  on  Aging,"  the  national  average  cost 
per  year  per  state  hospital  inpatient  in  1977  was  $20,924.  States,  particularly  those- 
which  are  fiscally  distressed,  are  hard  pressed  to  pay  the  total  cost  of  such  pro- 
grams. Yet  private  mental  hospitals  charge  upward  of  $50,000  per  year  per  patient, 
demonstrating  the  high  cost  of  intensive  mental  health  treatment. 

Medicaid-certified  nursing  home  care  is  generally  about  as  expensive  as  state 
hospital  care.  But,  as  demonstrated  by  the  reports  of  the  Senate  Special  Com- 
mittee on  Aging,  the  General  Accounting  Ofiice  and  other  federal  and  state  agen- 
cies," the  quality  of  mental  health  care  in  nursing  homes  is  often  totally  inade- 
quate. Ironically,  the  federal  government  will  pay  at  least  50  percent  of  the  cost 
(depending  on  the  state's  federal  medical  assistance  percentage)  of  nursing-home 
care  for  former  mental  patients,  but  will  pay  none  of  the  cost  of  state  hospital 
care  for  those  between  21  and  65,  no  matter  how  adequate  that  care  is.  In  other 
cases,  patients  who  need  continued  mental  health  care  are  "dumped"  into  boarding 
homes  and  placed  on  Supplemental  Security  Income  (SSI),  which  is  100  percent 
federally  funded. 

As  the  Senate  Special  Committee  on  Aging  has  noted,  the  "desire  to  save 
State  dollars"  through  use  of  this  illogical  fiscal  incentive  is  "clearly  the  most 
important  reason"  why  States  continue  to  "force"  thousands  of  mental  patients 
"out  of  State  hospitals  into  nursing  homes,  boarding  homes,  old  hotels — and. 
sometimes  into  the  streets."  *  The  fiscal  incentives  are  high — one  mental  health 
researcher  estimates  that  New  York  State  currently  saves  at  least  $585  million 
per  year  because  of  the  "deinstitutionalization"  incentives. 

2.  Federal  Intervention  in  State  Mental  Health  Care. — Recently  a  number  of" 
Federal  courts  have  held  that  patients  have  a  constitutional  and  statutory  "right 
to  treatment"  and  that  States  have  not  been  providing  such  treatment.  These  de- 
cisions have  mandated  minimum  standards  for  staffing  levels,  physical  plants 
and  the  like,  greatly  increasing  the  costs  of  State  Hospital  care.  (Apart  from 
the  minimum  Medicaid  standards  for  Intermediate  Care  Facilities,  which  are 
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inadequately  enforced,  ®  Federal  statutes  aud  court  decisions  have  seldom  cov- 
ered private  nursing  homes  because  they  are  not  publicly  operated.) 

Several  recently  passed  and  pending-  pieces  of  Federal  legislation  provide  for 
increased  Federal  involvement  in  institutional  mental  health  care.  For  example, 
P.L.  94-63  requires  States  to  submit  plans  to  HEW  for  improving  the  quality 
of  institutional  care  and  to  ijrescribe  and  provide  for  the  enforcement  of  mini- 
mum standards  for  mental  health  facilities.  HEAV  then  provides  special  health 
revenue  sharing  monies  to  the  State  mental  health  authority.  S.  J303/H.R.  9400, 
now  in  Conference  Committee,  provides  for  Justice  Department  intervention 
to  protect  the  rights  of  patients  in  State  institutions.  S.  2410/H.R.  12460,  also 
in  Conference  Committee,  mandates  additional  Sj:ate  mental  health  planning 
activities. 

Finally,  because  Medicaid  will  reimburse  mental  health  care  in  private  inter- 
mediate care  facilities  (such  facilities  account  for  the  greatest  share  of  total 
mental  health  care),  the  Federal  Government  is  already  deeply  involved  in 
reimbursing  such  care.  The  current  fiscal  incentives  for  private  care  strongly 
encourage  the  States  to  abdicate  their  responsibility  to  provide,  and  to  pay  for, 
adequate  institutional  mental  health  services. 

3.  Unaccounta'ble  Private  Facilities. — The  numerous  Federal  and  State  reports 
already  described  above  have  thoroughly  documented  widespread  abuses  of 
mental  patients  which  have  occurred  in  unaccountable  private  facilities,  most 
of  which  are  proprietary."  These  facilities  are  legally  accountable  only  to  their 
boards  of  directors  and  stockholders.  Consequently,  they  are  concerned  with 
profits  rather  than  with  adequate  care. 

Problems  encountered  in  policing  private  facilities  include  inadequate  licensing 
standards,  insufficient  appropriated  funds  to  pay  for  Federal  and  State  in- 
spection staff,  insufficient  financial  data  on  nursing  home  operations,  the  large 
number  of  facilities,  restrictions  on  access  to  private  property  and  the  seller's 
market  for  care  of  this  type. 

4.  Congressional  Recognition  of  'Nee6,  to  Reiniburse  Public  Facilities. — When 
Medicaid  was  enacted  in  1965,  reimbursement  was  made  available  to  State 
mental  hospitals  for  eligible  recipients  over  65  (Section  1905(a)  (14)  of  the 
Social  Security  Act).  In  1971,  Congress  added  coverage  for  eligible  persons 
under  21  in  State  mental  hospitals  (Section  1905(a)  (16))  and  for  eligible 
persons  who  are  residents  of  State  retardation  facilities  which  are  certified  as 
Intermediate  Care  Facilities  for  the  Mentally  Retarded  (Section  1905(d)). 
These  provisions  show  that  Congress  recognized  the  need  for  Federal  cost-sharing 
in  State  institutional  mental  health  care. 

CONCLUSION 

Federal  reimbursement  for  all  eligible  state  mental  hospital  patients  is  neces- 
sary both  to  provide  adequate  public  care  and  to  prevent  abuses  of  patients  by 
unaccountable  private  facilities. 

EECOMMEDATIONS 

1.  Medicaid  mental  health  coverage  must  be  extended  to  all  eligible  patients 
in  public  mental  institutions  by  repealing  Section  1905(a)  (17)  (A)  of  the  Social 
Security  Act. 

2.  There  must  be  strict  public  accountability  and  control  over  all  facilities 
receiving  Medicaid  reimbursement  for  mental  health  services. 

3.  Congress  should  direct  the  HEW  Inspector  General  to  conduct  special  audits 
and  investigations  of  any  Medicaid  facilities  serving  mental  patients.  Further- 
more, as  a  condition  to  state  participation  in  the  Medicaid  program,  stat-es 
should  be  required  to  conduct  their  own  audits  and  onsite  surprise  surveys  of 
Medicaid  facilities  for  the  mentally  ill.  Surprise  surveys  of  all  facilities  should 
be  conducted  at  least  annually. 

NOTES 

1.  Senate  Special  Committee  on  Aging. — In  the  series  of  reports  entitled 
"Nursing  Home  Care  in  tlie  United  States :  Failure  in  Public  Policy."  see  espe- 
cially "The  Role  of  Nursing  Homes  in  Caring  for  Discharged  Mental  Patients 
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(And  the  Birth  of  a  For-Profit  Boarding  Home  Industry),  March  1976.  The 
other  reports  in  the  Nursing  Home  series,  including  "Introductory  Report,"  No- 
vember 19,  1974;  "The  Litany  of  Nursing  Home  Abuses  and  an  Examination  of 
the  Roots  of  Controversy,"  December  17,  1974 ;  "Drugs  in  Nursing  Homes :  Mis- 
use, Higli  Costs  and  Kickbacks,"  January  17,  1975;  "Doctors  in  Nursing  Homes: 
The  Shunned  Responsibility,"  March  3,  1975;  "Nurses  in  Nursing  Homes:  The 
Heavy  Burden  (The  Reliance  on  Untrained  and  Unlicensed  Personnel),"  April  24, 
1975;  "The  Continuing  Chronicle  of  Nursing  Home  Fires,"  August  30,  1975, 
document  numerous  abuses  of  ex-mental  patients  and  other  nursing  home 
residents. 

In  addition,  see  "Kickbacks  Among  Medicaid  Providers,"  June  30,  1977. 

See  also  "Single  Room  Occupancy  :  A  Need  for  National  Concern"  (Information 
Paper) ,  June  1978,  especially  Appendix  4.  While  this  paper  directly  addresses  only 
Supplemental  Security  Income  (SSI)  coverage,  it  shows  the  problems  which 
result  when  Medicaid  coverage  is  not  available  to  state  hospital  patients,  leading 
to  their  "dumping"  and  then  being  placed  on  SSI  rolls. 

House  Select  Committee  on  Aging. — See  "Pepper  Charges  'Dumping'  of  Mental 
Patients  Has  Become  a  National  Scandal,"  Committee  press  release.  May  28,  1978. 
See  also  "The  National  Crisis  in  Adult  Care  Homes,"  (Hearings),  Committee 
Publication  95-98,  June  8,  1977,  and  "Adult  Boarding  Homes"  (Hearings),  Com- 
mittee Publication  95-134,  February  10,  1978. 

General  Accounting  Office. — "Returning  the  Mentally  Disabled  to  the  Com- 
munity:  Government  Needs  to  Do  More,"  HRD-76-152,  January  7,  1977;  see 
especially  Chapters  6  and  8. 

See  also  the  background  reports  on  this  issue  for  Massachusetts,  Maryland, 
Michigan,  Nebraska  and  Oregon. 

President's  Commission  on  Mental  Health. — See  "Report  to  the  President" 
(Volume  I),  April  27,  1978,  p.  22.  See  also  the  "Report  of  the  Task  Panel  on 
Cost  and  Financing"  (Volume  II),  pp.  503  and  525. 

HEW  Inspector  General.— ''Kmrndl  Report,  April  1,  1977-December  31,  1977." 
March  31,  1978,  pp.  78,  90,  140-142,  189. 

Assistant  Surgeon  General. — Faye  G.  Addellah,  "The  Future  of  Long-Term 
Care,"  Bulletin  of  the  New  York  Academy  of  Medicine,  54  (3),  March  1978,  pp. 
261-270  (see  especially  p.  263). 

STATE  OFFICIALS 

Neiv  York 

Charles  J.  Hynes,  Deputy  Attorney  General.  "Private  Proprietary  Homes  for 
Adults:  Their  Administration,  Management,  Control,  Operation,  Supervision, 
Funding  and  Quality — An  Interim  Investigative  Report,"  March  31,  1977 ;  also 
in  House  Select  Committee  on  Aging,  "The  National  Crisis  in  Adult  Care  Homes," 
op.  cit.,  Appendix  1.  See  also  Appendixes  2  and  3. 

Wisconsin 

Martin  J.  Schreiber,  Lieutenant  Governor  and  Nursing  Home  Ombudsman, 
Series  of  Reports  entitled  "Accidental  Mental  Health  Care — the  Inappropriate 
Reliance  on  Nursing  Homes" ;  Volume  I :  "Behavioral  Patterns  in  Nursing 
Homes — No  Available  Alternatives,"  January  1977 ;  Volume  II :  "Behavioral 
Modification  Programs  in  Nursing  Homes — Abusive  Therapy,"  January  24,  1977 ; 
Volume  III :  "Behavioral  Drug  Therapy  in  Nursing  Homes — ^A  Pattern  of  Risk," 
March  13, 1977. 

New  Jersey 

Statements  of  the  following  officials  in  House  Select  Committee  on  Aging, 
"Adult  Boarding  Homes,"  op.  cit:  Stephen  Parskie,  State  Senator,  John  Fay, 
former  State  Senator,  William  Gormley,  State  Assemblyman,  David  Wagner, 
State  Deputy  Health  Commissioner,  Ann  Klein,  Commissioner,  State  Depart- 
ment of  Human  Services,  James  Pennestri,  Director,  State  Division  of  Aging. 

Hawaii 

Carl  Takamura,  State  Representative,  Testimony  in  Senate  Select  Committee 
on  Aging,  "The  National  Crisis  in  Adult  Care  Homes,"  op.  cit.,  pp  77-86. 

Pennsylvania 

Daniel  Schulder,  Special  Assistant  for  Aging,  Govenor's  Office,  Testimony  in 
House  Select  Committee  on  Aging,  "The  National  Crisis  in  Adult  Care  Homes," 
pp.  28-55,  313-318. 

2.  "Pepper  Charges  'Dumping',"  op.  cit.,  Table  4. 

3.  See  Footnote  1. 
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4.  '■The  Role  of  Nursing  Homes  in  Caring  for  Discharged  Mental  Patients," 
op.  cit.,  p.  726. 

5.  Stephen  Rose,  ''Deinstitutionalization— a  Challenge  to  the  Profession," 
paper  presented  at  the  Deinstitutionalization  Institute,  National  Conference  on 
Social  Welfare,  Los  Angeles,  May  1978. 

6.  See  e.g.,  the  series  of  Senate  Special  Committee  on  Aging  reports,  op.  cit. 
and  Abdellah,  op.  cit. 

7.  See  Footnote  1. 


Xatioxal  Association  of  Peiyate  Psychiateic  Hospitals, 
_  Washington,  D.C.,  August  29, 1978. 

Senator  heeman'  Talmadge 
Rus-seJI  Senate  Offlce  Buiding, 
Washington,  D.C. 

Deae  Sezs  atob  TAXiiADGE :  WMle  we,  the  National  Association  of  Private  Psy- 
chiatric Hospirals.  were  unable  to  testify  at  the  hearings  recently  held  by  the 
Health  Subcommirtee  on  Medicare  and  Mental  Health,  we  respectifully  submit 
the  following. 

TTe  hope  that  the  information  is  helpful  and  that  it  clearly  demonstrates 
the  need  to  remedy  many  of  the  existing  discriminatory  practices  witiiin  the 
Medicare  system  against  the  mentally  ill. 

We  look  forward  to  working  with  you  and  are  available  should  any  additional 
data  be  needed. 
Cordially, 

Joy  Midman,  Associate  Director. 
Testimo>'Y  Submitted  in"  Weitixg — Mental  Health  Caee  Needs  in  Medicare 

Even  th-ough  health  insurance  for  tlie  aged  and  disabled.  Title  XYIII,  Medi- 
care, was  a  commendable  act  of  Congress,  the  needs  of  the  mentally  ill  aged  and 
disabled  often  go  unmet.  Furthermore,  they  are  populations  which  find  it  diffi- 
cult to  ask  for  needed  help  and/or  know  where  such  help  is  available. 

Psychiatric  benefits  under  the  Medicare  program  are  limited  at  best  and  retro- 
actively denied  at  worst. 

Tlie  190  lifetime  inpatient  limit  and  the  restriction  under  Part  B  which  limits 
annual  outpatient  coverage  for  mental  illness  to  $250.00,  including  ancillary 
services,  represents  a  prime  example  of  the  restrictions. 

The  elderly  today  represent  one  in  every  ten  persons.  Within  the  next  thirty 
years  that  nimiber  may  well  be  more  like  one  in  every  five.  The  elderly  will  not 
be  served  for  several  reasons.  The  elderly  remain  the  group  least  likely  to  ask 
for  help  in  general,  and  for  medical,  emotional,  nervous,  or  mental  problems  in 
particular.  Medicare  does  not  pay  for  the  treatment  of  emotional  disorders  on  an 
equal  basis  wirh  physical  illness.  Consequently,  the  alternative  means  of  treat- 
ment are  foimd  all  too  often  in  the  inappropriate  placement  of  the  elderly  and 
disabled  in  nursing  homes  and/ or  intermediate  care  facilities.  These  facilities  lack 
the  personnel  resources,  dollars,  and  wherewithall  to  treat.  (The  President's  Com- 
mission on  Mental  Health  has  recently  stated  that  the  nursing  home  population 
has  risen  by  113  percent.  Sixty  percent  are  said  to  have  some  emotional,  nervous, 
or  mental  disorder.) 

Several  changes  in  the  Medicare  law  are  needed  to  rectify  the  discrimination. 
With  the  latest  figures  and  studies  demonstrating  that  with  the  adequate  treat- 
ment of  mental  and  emotional  illness  the  expenditures  of  general  health  care 
dollars  decreases ;  and  with  the  latest  figures  demonstrating  that  40  percent  of 
the  general  health  care  dollars  are  now  being  spent  on  emotional,  nervous,  or 
mental  disorders,  such  changes  are  more  than  indicated — they  are  needed. 

The  50/50  copayment  presently  existing  under  the  psychiatric  benefit  portion 
should  be  replaced  with  the  standard  SO/20  now  utilized  for  physical  illness.  The 
elcTerly  and  disabled  should  not  be  forced  to  choose  between  physical  or  mental 
health  care  or  food  or  housing  needs. 

The  190  day  lifetime  limit  on  inpatient  benefits  should  be  replaced  with  the 
standard  definition  of  "spell  of  illness"  utilized  for  the  rest  of  medicine.  If  such 
a  definition  were  to  be  applied,  appropriate  treatment,  placement,  screening,  diag- 
noses, and  aftercare  programs  could  be  followed.  This  would  not  only  assure 
responsible  spending,  but  in  the  long  rim  save  dollars,  time,  and  people's  lives. 

The  annual  S250.00  hmit  on  outpatient  psychiatric  care  should  be  eliminated. 
Greater  utilization  of  outpatient  psychiatric  care  would  save  dollars,  encourage 
primary  care  and  early  intervention,  and  do  away  with  the  inappropriate  utiliza- 


112 


tiou  of  facilities.  Many  persons  can  be  treated  in  an  outpatient  program  wMcli 
serves  to  be  a  less  restrictive  setting. 

The  estimated  cost  of  correcting  the  inequities  is  guestimated  to  be  $45  million. 
This  does  not  take  into  account  the  great  savings  that  would  occur  if  inappro- 
priate placements  were  to  cease  or  the  savings  that  would  take  place  were  per- 
sons able  to  receive  appropriate  treatmeiit  early  on  rather  than  forever. 

The  present  policies  under  Medicare  limit,  if  not  disallow,  partial  hospitaliza- 
tion. Such  a  policy  is  regressive.  At  a  time  when  outpatient  and  ambulatory 
programs  are  being  developed  and  encouraged,  and  at  a  time  when  the  govern- 
ment's program  of  deinstitutionalization  is  gaining  national  momentum,  it  would 
appear  that  coverage  of  partial  hospitalization  programs  and  services  under 
Medicare  would  be  a  logical  as  well  as  excellent  place  to  start.  To  fund  a  new  pro- 
gram for  renal  dialysis,  costing  over  $100  million  for  a  population  of  40,000 
persons,  while  ignoring  the  needs  of  what  is  now  modestly  estimated  to  be  15- 
20%  of  the  population  seems  unfair  and  foolish ;  to  say  nothing  of  the  fact 
that  it  ignores  a  major  portion  of  the  population. 

Two  bills  have  recently  been  introduced  which  would  extend  partial  hospitali- 
zation benefits  to  Medicare  recipients.  However,  both  bills  limit  such  care  to 
qualified  community  mental  health  centers.  Such  a  practice,  if  it  should  become 
operational,  would  fragment  and  already  fragmented  delivery  system,  favor  but 
one  provider,  and  serve  a  limited  population. 

A  last  bastion  of  discrimination  under  Medicare  exists  with  the  policies  of 
allowing  therapeutic  leave  days  are  encouraged  to  be  utilized  by  patients  in 
skilled  nursing  facilities  and  intermediate  care  facilities.  They  are  disallowed 
when  utilized  by  free-standing  psychiatric  hospitals.  The  irony  of  this  policy,  be 
it  administrative  or  regulatory,  lies  in  the  fact  that  it  is  within  the  psychiatric 
hospital  that  such  leave  days  are  medically  necessary,  part  of  a  therapeutic  pro- 
gram, and  even  mandated  by  law.  Public  Law  92-603,  the  Social  Security  Amend-- 
ments  of  1972,  require  utilization  review  of  Medicare  and  Medicaid  patients 
within  all  facilities.  Appropriate  utilization  review  means  concurrent  review  of 
all  patients'  care.  This  means  monitoring  levels  of  care,  requests  for  extended 
care,  on-going  review  and  discharge  planning.  In  planning  an  appropriate  dis- 
charge to  avoid  remission  and  assure  recovery  therapeutic  leave  days  provide  the 
patient  with  the  chance  to  return  to  his/her  home  environmnet  or  community 
placement  to  evaluate  the  success  of  such  a  program.  To  deny  such  care  is  to 
negate  quality  care  and  negate  the  standards  of  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  which  deal  with  the  programmatic  elements  of  care. 

The  National  Association  of  Private  Psychiatric  Hospitals  represents  over  170 
free-standing  psychiatric  hospitals.  All  are  accredited  by  the  Accrediation  Coun- 
cil of  Psychiatric  Facilities  of  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals. Our  membership  includes  community  health  centers,  residential  treat- 
ment centers  for  children,  units  of  general  hospitals  (over  100  beds  in  size  and 
accredited  separately  by  the  ACPF/JCAH),  and  university  affiliated  hospitals. 
They  are  both  non-profit  and  proprietary  in  corporate  structure.  All  provide  a 
wide  range  of  treatment  modalities  and  philosophies. 

What  must  be  stressed  is  that  the  free-standing  psychiatric  hospital  is  often 
half  the  cost  of  care  rendered  in  a  psychiatric  unit  of  a  general  hospital.  Unlike 
free-standing  psychiatric  hospitals,  psychiatric  units  in  general  hospitals  are 
often  glossed  over  in  terms  of  standards  and  programs,  while  the  free-standing 
psychiatric  hospital  is  accredited  for  each  and  every  program  provided.  It  has 
never  seemed  fair  that  the  psychiatric  unit  is  the  favored  setting  in  reimburse- 
ment policies  when  more  often  than  not  it  is  the  less  intense,  less  comprehensive, 
more  expensively  modality  of  care. 

We  hope  that  with  the  findings  of  the  President's  Commission  on  Mental 
Health,  Congress  will  find  it  easier  to  remedy  existing  discriminatory  practices 
which  for  too  long  have  interferred  with  the  abilities  to  delivery  quality  compre- 
hensive care  to  those  most  in  need. 


Mental  Health  Association, 
Arlington,  Va.,  August  10, 1978. 

Hon.  Herman  E.  Talmadge, 

Chairman,  Subcommittee  on  Health,  Senate  Finance  Committee,  DirJcsen  Senate 
Office  Building,  Washington,  B.C. 
Dear  Senator  Talmadge  :  The  Mental  Health  Association  and  its  850  affiliates 
ask  that  you  support  the  removal  of  the  following  discriminatory  language  on 
page  3  of  S.  1392  on  the  Child  Health  Assessment  Act  (CHAP)  :     .  .  but  not 
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necessarily  for  the  treatment  of  mental  illness,  mental  retardation,  or  develop- 
mental disabilities."  This  position  is  in  concurrence  with  the  recommendations 
of  the  President's  Commission  on  Mental  Health  Report  that  states :  "The  Early 
and  Periodic  Screening,  Diagnosis  and  Treatment  (EPSDT)  Program  of  Title 
XIX  (Medicaid)  of  the  Social  Security  Act  does  not  include  the  availability  of 
treatment  and  service  provisions  to  cover  mental  illness,  mental  retardation,  and 
developmental  disability  when  these  conditions  are  diagnosed.  The  proposed 
Child  Health  Assessment  Program  should  mandate  that  these  services  be  avail- 
able. As  a  general  rule,  a  dollar  for  follow-up  services  should  be  allocated  for 
every  dollar  allocated  for  screening." 

Apparently,  one  of  the  reasons  why  mentally  ill  children  were  not  covered  in 
this  legislation  was  the  fear  that  it  would  add  greatly  to  the  overall  costs  of 
the  EPSDT  Program.  While  data  is  limited  related  to  the  cost  of  inclusion  of 
children  in  this  particular  legislation,  there  is  extensive  information  regarding 
the  reduction  of  physical  health  care  costs,  when  mental  health  services  are 
available  in  health  plans.  Enclosed  is  "Coverage  of  Mental  Health  in  National 
Health  Insurance  Can  Be  Cost  Effective,"  which  documents  that  point.  Following 
are  brief  excerpts : 

(a)  Under  the  California  Psychological  Health  Plan  there  was  a  decrease  of 
27%  in  medical  care  utilization  after  mental  health  benefits  were  included  in  the 
Plan,  (page  4) 

(&)  Nicholas  Cummings,  a  well  known  mental  health  researcher,  states,  "We 
have  found  not  only  that  psychotherapy  can  be  economically  included  as  a  pre- 
paid insurance  benefit,  but  also  that  failure  to  provide  such  a  benefit  jeopardizes 
the  effective  functioning  of  the  basic  medical  services,  since  60%  or  more  of  the 
physician  visits  are  made  by  patients  who  demonstrate  an  emotional,  rather  than 
an  organic,  etiology  for  their  physical  symptoms."  (page  5) 

(c)  Blue  Cross  of  Western  Pennsylvania  reports  that  "overall  medical/surgical 
utilization  is  reduced  for  that  subgroup  of  subscribers  who  use  the  outpatient 
psychotherapy  benefit.  Further,  this  phenomenon  of  reduced  medical/surgical 
utilization  with  exposure  to  outpatient  psychotherapy  was  found  to  be  inde- 
pendent of  age,  sex,  or  employment  level  (salary  versus  hourly  employee  groups). 
The  study  findings  are  consistent  with  the  results  of  two  previous  studies  .  .  ." 
(page  2) 

(d)  The  Kennecott  Copper  Corporation  has  estimated  a  return  of  $5.83  per 
$1.00  cost  per  year  for  its  psychotherapy  program.  Impact  is  noted  in  reduced 
absenteeism,  reduced  hospital,  medical  and  surgical  costs,  and  reduced  costs  of 
non-occupational  accident  and  illness."  (page  2) 

We  believe  the  foregoing  reasons  provide  x)ersuasive  evidence  that  removal 
of  the  discriminatory  language  in  S.  1392  is  fiscally  sound,  in  addition  to  being 
right.  For  additional  information  on  our  CHAP  position,  we  have  included  our 
testimony  before  the  House  Subcommittee  on  Health  and  the  Environment  on 
September  9,  1977.  We  ask  that  this  be  included  as  part  of  the  record  for  the 
hearing. 

If  we  are  truly  dedicated  to  improving  mental  health,  how  can  we  ignore  the 
goal  of  improved  mental  health  for  children,  on  whom  the  nation  must  rely  in 
the  future? 

Sincerely, 

Allan  Moltzen, 
National  Chair,  Committee  on  Legislation  and  Services. 

Enclosures. 

Statement  of  Julia  Oliver  for  the  Mental  Health  Association 

Mr.  Chairman  and  Members  of  the  Subcommittee  :  My  name  is  Julia  Oliver  and 
I  reside  in  Tallapoosa  County,  Alabama.  I  am  appearing  today  in  behalf  of  the 
Mental  Health  Association  of  which  I  am  a  member  of  the  Board  of  Directors  and 
on  the  Committee  on  Legislation  and  Services.  In  addition,  I  am  a  social  worker 
who  has  worked  in  Bryce  Mental  Hospital.  I  am  the  former  Commissioner  of 
Public  Welfare  in  Alabama  and  am  now  an  administrator  in  the  Department  of 
Pensions  and  Security  and  I  am  familiar  with  the  administration  of  the  Early 
and  Periodic  Screening,  Diagnosis,  and  Treatment  Program  (EPSDT). 

The  Mental  Health  Association  is  the  national  citizens'  voluntary  organization, 
with  membership  approaching  one  million,  representing  consumers  of  mental 
health  services.  Our  goals  are  to  work  for  improved  methods  in  the  research,  pre- 
mention,  detection,  diagnosis  and  treatment  of  mental  illness,  as  well  as  the  pro- 
motion of  good  mental  health. 
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Mr.  Chairman,  we  are  very  grateful  for  this  opportunity  to  present  our  views  to 
the  Subcommittee  on  Health  and  the  Environment. 

The  Mental  Health  Association  believes  that  it  is  just  as  important  for  CHAP 
to  provide  treatment  for  the  mentally  ill  as  for  the  physically  ill.  We,  therefore, 
urge  the  House  Subcommittee  on  Health  and  Environment  to  delete  the  discrimi- 
natory and  inequitable  language  in  H.R.  6706  that  states:  ".  .  .  but  not  neces- 
sarily including  those  for  the  treatment  of  mental  illness,  mental  retardation,  or 
developmental  disabilities".  This  language  is  contained  on  page  3,  Section  3,  sub- 
paragraph G,  lines  9,  10,  and  11  of  the  Child  Health  Assessment  Act  (CHAP). 

The  Mental  Health  Association  has  consistently  been  an  advocate  for  improved 
programs  and  services  for  mentally  ill  children.  The  Association  'believes  that  a 
total  system  of  care  must  be  available  for  children  suffering  from  mental  illness, 
and  treatment  programs  for  children  from  all  income  levels  are  essential.  The 
CHAP  proposal  clearly  discriminates  against  low  income  mentally  ill  children  and 
will  be  another  barrier  to  equal  opportunity  for  treatment. 

Unless  CHAP  mandates  the  treatment  services  for  the  mentally  ill,  many  chil- 
dren will  be  deprived  of  these  necessary  and  important  services.  This  discrimina- 
tion would  compound  an  existing  practice  whereby  the  Medicaid  program  has 
consistently  and  arbitrarily  discriminated  against  one  segment  of  the  population — 
the  mentally  iU  people;  only  29  states,  as  of  June  1,  1976,  were  providing  the 
Medicaid  option  to  cover  care  for  patients  under  twenty-one  in  psychiatric  hos- 
pitals. And  not  all  states  provide  outpatient  care. 

To  mandate  the  screening  and  diagnosis  of  eligible  children  and  then  not  make 
provisions  for  the  recommended  treatment  seems  inconsistent  with  the  goals  of 
H.R.  6706.  Those  stated  goals  are  to  strengthen  and  improve  the  EPSDT  program 
for  children  whose  families  do  not  have  adequate  resources  to  cover  the  cost  of 
such  care  and  to  provide  further  incentives  to  States  to  arrange  for — and  encour- 
age— quality  health  care  for  children.  Authorizing  treatment  for  physical,  but  not 
for  mental  illness  is  rather  like  saying  that  under  CHAP  children  can  be  treated 
from  the  neck  down  but  not  from  the  neck  up.  Why  is  it  necessary  to  make  this 
unfair,  arbitrary  distinction? 

Gentlemen,  one  example  of  the  value  of  early  diagnosis  and  treatment  is  the 
story  of  a  child  with  whom  we  have  had  a  personal  experience.  He,  tragically,  did 
not  come  to  the  attention  of  authorities  until  he  was  twelve  years  of  age.  All  of 
his  life  he  exhibited  behavioral  problems.  Because  of  his  acting  out  behavior,  his 
mother  was  unable  to  cope.  She  placed  him  in  foster  care  and  immediately 
deserted.  His  father  refused  to  accept  responsibility  for  his  son's  behavior.  Al- 
though some  treatment  was  given  while  in  foster  care,  this  was  shortlived.  His 
behavior  finally  culminated  in  expulsion  from  school,  and  he  eventually  went  on 
the  streets — drugs  led  to  institutionalization  and  later  his  criminal  behavior 
resulted  in  being  imprisoned.  Perhaps  early  diagnosis  and  treatment  would  have 
helped  this  boy  and  he  would  have  been  an  asset,  instead  of  a  liability,  to  society. 

Mental  illness  affects  at  least  10%  of  our  population,  iucluding  children  and 
youth,  and  it  has  been  said  by  the  American  Medical  Association  to  be  the  coun- 
try's 'No.  1  health  problem.  Yet  there  still  remains  discrimination,  inadequate  fi- 
nancial support,  and  stigma  for  those  who  suffer  from  mental  illness.  Partially 
because  of  recent  successful  court  cases  of  litigation,  especially  in  right  to  treat- 
ment cases,  and  legislation,  such  as  the  Education  for  All  Handicapped  Children 
Act  (P.L.  94-142) ,  the  historical  neglect  of  mentally  ill  persons  is  changing.  Surely 
treatment  services  for  the  mentally  ill  children  should  be  included  in  such  an 
important  health  program  as  envisaged  in  H.R.  6706. 

The  incidence  of  mental  illness  is  increasing,  and  services  that  focus  on  preven- 
tion, early  detection,  and  treatment  are  essential.  Children  who  are  mentally  ill 
are  grossly  underserved.  In  a  1976  U.S.  Office  of  Education  report,  it  was  esti- 
mated that  55%  of  the  nation's  7.8  million  handicapped  children  are  served  by 
educational  programs.  The  emotionally  disturbed  children  were  the  most  un- 
served ;  only  13%  of  those  suffering  such  handicaps  were  served !  The  CHAP  pro- 
posal is  continuing  to  view  mentally  ill  children  as  ones  who  will  be  served  only 
after  the  needs  of  others  are  met.  Delay  in  treatment  compounds  the  problems  of 
the  mentally  ill  child  and  increases  the  chances  that  long  term,  expensive  hos- 
pitalization will  be  necessary  for  them.  In  addition,  treatment  for  emotional  prob- 
lems is  interrelated  with  physical  health.  Some  studies,  including  the  1975  Cali- 
fornia Psychological  Health  Plan,  have  shown  lower  costs  for  the  treatment  of 
physical  illness  when  adequate  mental  health  services  are  available.  According  to 
Kaiser-Permanente  and  other  studies,  more  than  half  the  complaints  in  doctor 
visits  have  a  significant  psychological  basis  or  component. 
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It  seems  logical  and  cost  effective  to  invest  in  services  that  focus  on  prevention, 
early  detection,  and  treatment  for  high  risk  children.  These  services  could  help 
increase  future  earning  capability,  prevent  institutionalization,  and  prevent 
chronic  dependency.  The  OHAP  program  has  potential  for  being  an  important 
means  of  prevention.  The  treatment  services  could  prevent  the  problems  from 
being  compounded  and  made  more  complex.  These  services  could  help  a  child 
develop  to  his/her  maximum  potential. 

By  not  mandating  coverage  of  critically  needed  treatment  services,  progress 
will  be  further  delayed  in  meeting  the  needs  of  children  whose  mental  and  physi- 
cal health  is  adversely  affected  due  to  the  effects  of  poverty.  The  Joint  Commis- 
sion on  the  Mental  Health  of  Children  in  1969  listed  some  facts  that  indicated 
a  need  for  priority  attention  to  physical  and  mental  health  needs  of  poor  children. 
These  facts  included : 

"Analysis  of  Head  Start  children  showed  that  at  least  10%  were  judged  to  be 
crippled  in  their  emotional  development  by  the  age  of  four  years.  In  some  cities, 
this  figure  is  estimated  at  20  to  25%." 

"The  early  results  of  a  current  study  of  mental  and  emotional  disorders  among 
children  in  Manhattan  show  that  rates  are  much  higher  for  poor  children  and  for 
children  who  are  members  of  oppressed  minority  groups." 

Treatment  of  mentally  ill  children  is  not  more  expensive  than  many  of  the  con- 
ditions covered  in  CHAP.  In  1973  Blue  Cross-Blue  Shield  Federal,  High  Option 
had  only  2.7 %  of  its  admissions  for  mental  conditions  for  patients  under  18  years 
of  age.  Without  adequate  diagnosis  and  treatment,  the  costs  of  mental  illness  to 
society  are  great,  because  the  highest  proportion  of  the  cost  is  due  to  decreased 
productivity  because  of  mental  illness — not  treatment  costs.  Of  the  ^  $37  billion 
estimated  costs,  $14^^  billion  is  for  direct  care,  and  $19  billion  is  because  of  de- 
creased productivity  and  related  indirect  costs.  All  of  which  could  have  been  de- 
creased if  services  had  been  available  to  individuals  at  an  earlier  age. 

The  CHAP  proposal  will  not  resolve  the  serious  lack  of  programs  serving  the 
children  who  have — or  could — ^potentially  have  emotional  problems.  The  actions 
taken  regarding  the  treatment  of  mental  illness  in  this  Legislation  could  have  a 
major  impact  on  how  National  Health  Insurance  proposals  are  drafted.  In  addi- 
tion, Community  Mental  Health  Centers  cannot  continue  to  serve  children  and 
youth  unless  other  Federal  programs  such  as  CHAP  become  part  of  the  base  of 
continued  financial  support  created  by  the  Federal  seed  money  for  these  centers. 

Mr.  Chairman,  with  the  current  wording  of  the  Legislation,  the  rights  and  priori- 
ties of  the  mentally  ill,  mentally  retarded,  and  developmentally  disabled  continue 
to  be  neglected.  The  Mental  Health  Association  believes  that  this  capricious  and 
arbitrary  discrimination  against  low  income  mentally  ill  children  can — and 
should — be  eliminated  by  striking  lines  9, 10,  and  11  of  Section  3,  subparagraph  G 
of  H.R.  6706.  Under  the  provisions  as  they  now  exist,  there  is  a  possibility  that 
some  states  would  label  children — mentally  ill,  developmentally  disabled,  or  men- 
tally retarded — as  a  means  of  avoiding  providing  otherwise  mandated  services. 
You  are  able  to  remove  the  obstacles  put  forth  in  the  legislation  and  allow  all  of 
these  children  to  have  an  equal  opportunity  to  receive  assistance  in  overcoming 
their  handicaps  at  an  early  stage  in  their  growth  and  development.  We  thus  urge 
you  not  to  allow  these  children  to  go  without  treatment  and  that  you  mandate 
this  treatment  for  mentally  ill,  as  well  as  physically  ill,  children.  Without  pre- 
vention and  treatment  the  costs  are  high — ^in  terms  of  human  life,  usefulness  to 
society — and  in  extremely  high  fiscal  costs. 

Mr.  Chairman,  some  children  who  are  mentally  ill  will  either  be  relieved  from 
their  pain  or  their  suffering  will  continue.  Their  fate  rests  largely  in  your  hands 
and  the  action  by  this  Committee. 

Thank  you  for  the  opportunity  of  presenting  the  views  of  the  Mental  Health 
Association. 

Coverage  of  Mental  Health  in  National  Health  Insurance  Can  Be 

Cost  Effectlve 

Early  studies,  such  as  Goldberg,  Krantz  and  Locke's,  conducted  in  1965,  have  lo- 
cated a  significant  factor  in  the  cost  of  comprehensive  health  coverage. 

The  results  of  their  pilot  study  clearly  indicate  that,  "the  short-term  outpatient 
psychiatric  benefit  at  G.H.A.  (Group  Health  Association)  was  associated  with 
a  decrease  in  the  utilization  of  physician  and  ancillary  services  under  the  plan. 


1  NIMH,  10/75,  Division  of  Biometry  and  Epidemiology. 
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Not  only  was  there  a  decreased  utilization  following  psychiatric  referral  for  the 
study  group  as  a  whole,  both  with  respect  to  the  number  of  persons  seen  and  the 
number  of  Tists  made,  but  this  decreased  utilization  held — to  a  greater  or  lesser 
degree — for  all  subsegments  of  the  population  studied.  .  .  .  There  was  no  attempt 
to  do  any  cost-benefit  analysis  in  this  study,  the  primary  purpose  of  which  was 
directed  at  utilization  without  regard  to  costs.  However,  an  inference  could  be 
made  that  the  cost  savings  due  to  reduced  utilization  would  be  reflected  in  the 
entire  benefit  structure  w^ithout  setting  forth  dollar  amounts.^ 

Other  studies  at  Kaiser-Permanente and  at  the  Department  of  Research  and 
Statistics,  Health  Insurance  Plan  of  Greater  New  York^  strengthen  the  hypothe- 
sis that  reduced  utilization  of  medical  services  is  a  result  of  short-term  outpatient 
mental  health  benefits,  in  prepaid  health  plan  settings. 

Mary  Ellen  Olbrisch,  in  "American  Psychologist"  *  has  prepared  an  over- 
view of  the  literature  on  the  effects  of  psychotherapeutic  treatment  on  physical 
health.  She  says,  "A  question  of  central  importance  in  policy  decisions  regarding 
national  health  insurance  is  whether  it  will  be  economically  feasible  to  cover  the 
<iOst  of  psychotherapy."  In  reporting  the  effects  of  psychotherapeutic  programs  on 
alcohol  abuse,  she  notes  that,  "Persons  with  alcohol  problems  constitute  a  group 
whose  medical  costs  are  very  high.  In  addition  to  their  high  utilization  of  medical 
services,  these  individuals  cost  their  employers  a  great  deal  in  absenteeism  and 
lost  production.  Some  interesting  research  has  been  conducted  which  suggests 
that  active  intervention  programs  not  only  reduce  medical  care  utilization  by 
troubled  persons,  but  actually  result  in  a  profit  to  the  employer  funding  the  inter- 
vention program." 

The  Kennecott  Copper  Corporation  has  estimated  a  return  of  "$5.83  per  $1.00 
cost  per  year  for  its  psychotherapy  program.  Impact  is  noted  in  reduced  absen- 
teeism, reduced  hospital,  medical  and  surgical  costs,  and  reduced  costs  of  non- 
occupational accident  and  illness."  *  ^ 

More  recently,  December  1976,  a  study  sponsored  by  Blue  Cross  of  Western 
Pennsylvania  reports  that  "overall  medical/surgical  utilization  is  reduced  for 
that  subgroup  of  subscribers  who  use  the  outpatient  psychotherapy  benefit. 
Purther,  this  phenomenon  of  reduced  medical/surgical  utilization  with  exposure 
to  outpatient  psychotherapy  was  found  to  be  independent  of  age,  sex,  or  em- 
ployment level  (salary  versus  hourly  employee  groups).  The  study  findings  are 
•consistent  with  the  results  of  two  previous  studies.  .  .  ."  ° 

The  Western  Pennsylvania  study  estimates  the  resultant  cost  savings  relative 
to  the  cost  of  providing  the  benefit.  "Since  1958,  this  population  has  had  access 
to  outpatient  psychotherapy  services  through  a  community  mental  health  clinic. 
However,  Blue  Cross  coverage  for  these  services  did  not  become  available  until 
January,  19^8. 

The  outpatient  coverage  provided  for  this  population  includes  only  those 
services  obtained  through  the  local  mental  hygiene  clinic  or  a  similar  "approved 
comprehensive  community  mental  health  center."  The  outpatient  services  covered 
Included : 

1.  Group  therapy  up  to  50  sessions  during  any  12  month  period; 

2.  Collateral  visits  with  members  of  the  patient's  family ; 

3.  Professional  services  up  to  50  visits  during  any  12  month  period; 

4.  Psychoactive  drugs. 

Inpatient  coverage,  which  was  not  limited  to  the  clinic,  provided  for  up  to 
90  days  of  inpatient  care  per  year. 

Emphasis  w^as  on  early  referral  and  short-term  intensive  therapy.  Services 
of  all  mental  health  disciplines  were  covered,  including  those  of  psychiatrists, 


1  Group  Health  Association,  GHA  News — Annual  Report  Issue,  vol.  28,  No.  1,  March 
196.5. 

Group  Health  Association.  GHA  News — Annual  Report  Issue,  vol.  30,  No.  2,  March  1967. 

-  Follette.  W..  and  Cummings,  N.  A.  ;  Psychiatric  services  and  medical  utilization  in  a 
prepaid  health  plan  setting.  Medical  Care  5  :25.  1967. 

3  Department  of  Research  and  Statistics.  Health  Insurance  Plan  of  Greater  New  York. 
Psychiatric  Treatment  and  Patterns  of  Medical  Care.  Unpublished  final  report  to  the  Na- 
tional Institute  of  Mental  Health,  Project  MH  02321,  July  1969. 

*  Olbrisch,  Mary  Ellen,  Psychotherapeutic  Interventions  in  Physical  Health,  American 
Psychologist,  Sept.  1977. 

^  Kennecott  Copper  Corporation.  Insight,  Unpublished  report,  Utah  Copper  Division, 
Salt  Lake  City,  1975. 

«  Jameson,  J.,  Shuman,  L.  J.,  Young,  W.  W.  The  Effect  of  Outpatient  Psychiatric  Utiliza- 
tion on  the  Costs  of  Providing  Third-Party  Coverage,  Research  Series  18,  Blue  Cross  of 
Western  Pennsylvania. 
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clinical  psychologists,  psychiatric  social  workers  and  psychiatric  nurses.  The 
first  15  visits  for  any  of  these  services  were  covered  in  full.  Thereafter  the 
subscriber  was  required  to  make  a  co-payment  of  one-third  of  the  cost  of  covered 
services.  The  coverage  was  designed  to  discourage  long-term  psychotherapy  by 
stipulating  that  any  treatment  given  more  than  15  days  following  the  date  of 
the  first  covered  service  wouM  be  covered  only  if  a  psychiatrist  certified  that 
continuing  treatment  was  required.  Thereafter,  this  certification  had  to  be 
renewed  every  30  days. 

These  benefits  closely  resemble  those  advocated  by  the  Mental  Health  Asso- 
ciation for  inclusion  in  National  Health  Insurance. 

Findings  of  the  study  report  that  "The  average  adult  total  monthly  costs  after 
initiating  outpatient  psychotherapy  are  $8.52  less  than  they  were  before  first  out- 
patient psychiatric  contact  (even  with  the  cost  of  that  therapy  included).  .  . 

FIGURE  1 

COMPARISON  OF  ADULT  MALES  AND  ADULT  FEMALES— MONTHLY  AVERAGE  OF  UTILIZATION  BEFORE  AND  AFTER 
FIRST  OUTPATIENT  PSYCHIATRIC  CONTACT 
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Figure  1  compares  the  pre-contact  and  post-contact  experience  of  adult  males 
with  that  of  adult  females.  "Of  particular  interest  is  the  indication  that  adult 
males  have  the  highest  pre-contact  use  of  medical  services  of  any  sub-group  in 
the  sample  (costs  of  $21.00  per  month),  the  greatest  post-contact  reduction  in 
use  of  these  services  ($15.72),  and  the  greatest  reduction  ($11.23)  in  total  cost 
per  month  after  initiating  outpatient  psychotherapy." 

The  California  Psychological  Health  Plan,  a  statewide,  prepaid  mental  health 
plan  offered  by  a  public  carrier,  entitles  eligible  subscribers,  and  their  de- 
pendents (for  a  cost  of  $4.00  per  family,  per  month),  to  obtain  benefits  from  any 
member  of  a  panel  of  200  contracted  providers  located  throughout  the  State. 

The  plan  is  based  on  the  concept  that  the  consumer  has  the  responsibility  for 
his/her  own  mental  health  and  its  maintenance  through  utilization  of  insured 
mental  health  benefits.  The  California  Psychological  Health  Plan  emphasizes 
education  of  the  consumer  about  mental  health  needs,  and  early  intervention.  It 
offers  incentives  through  a  system  of  total  confidentiality,  no  deductible,  no  co- 
payment  for  the  first  five  visits,  quality  control  and  the  elimination  of  claim 
forms. 

The  C.P.H.P.  was  first  placed  in  a  small  health  and  welfare  trust  of  1.000 
employees  and  their  families.  The  trust  had  been  insured  for  five  years  prior 
to  the  integration  of  C.P.H.P.  in  the  benefit  program.  In  the  years  prior  to  the 
institution  of  the  C.P.H.P.  (11-74  to  8-75),  95  percent  of  the  total  paid  premium 
was  paid  out  by  the  company  for  medical  claims.  In  the  year  following  (12-75 
to  9-76),  73.5  i)ercent  of  the  premium  was  paid  out  for  medical  claims.  Within 
one  and  one-half  years,  the  "loss  ratio"  had  decreased  to  67  percent  These  figures 
represent  an  approximate  decrease  of  27  percent  medical  care  utilization  costs. 

The  only  component  in  the  trust  which  changed,  over  this  period,  was  the 
mental  health  benefit.'^ 


7  California  Phychologieal  Health  Plan,  4401  Wilshire  Blvd.,  Los  Angeles,  CA  90010. 
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Beseareh  findings  continue  to  show  the  relationship  between  appropriate  men- 
tal health  coverage  and  reduction  of  cost  of  physical  health  coverage.  Nicholas 
Cummings,  reflecting  on  his  studies  now  in  press,  says,  "We  have  found  not  only 
that  psychotherapy  can  be  economically  included  as  a  prepaid  insurance  benefit, 
but  also  that  failure  to  provide  such  a  benefit  jeopardizes  the  effective  function- 
ing of  the  basic  medical  services,  since  60  percent  or  more  of  the  physician  visits 
are  made  by  patients  who  demonstrate  an  emotional,  rather  than  an  organic,  eti- 
ology for  their  physical  symptoms."  * 


8  Cummings,  N.  A.,  The  Anatomy  of  Psychotherapy  Under  National  Health  Insurance, 
Amerieal  Psychologist,  Sept.  1977. 
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